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ABSTRACT
QUALITY OF LIFE AND END-OF-LIFE PLANS: THE INCLUSION OF SEXUAL
HEALTH
Jacinta Dickens
August 10, 2022
Sex and intimacy are important components of quality of life (Syme, 2014).
Previous research found a positive relation between quality of life and sexual satisfaction
(Chao et al., 2011), but how this relation may or may not impact end-of-life plans was
unexplored. This study explored if the relation between quality of life and sexual
satisfaction determined if community-dwelling middle-aged or older adults in the US
have or was willing to incorporate sexual health within their formal or informal end-oflife plan. Correlation analyses examined cross-sectional survey data. Findings revealed a
statistically significant correlation between quality of life and sexual satisfaction, no
correlation between quality of life and the outcome variables (i.e., SH_FEOLP,
SH_IEOLP, WIL_FOR, WIL_INF), no relation between sexual satisfaction and
SH_FEOLP or SH_IEOLP, and a negative statistically significant correlation between
sexual satisfaction and WIL_FOR and WIL_INF. 2% of participant’s had included
sexual health in their formal end-of-life plan (n=14) and 2% had included sexual health in
their informal end-of-life plan (n=18). 24% of participants were willing to include sexual
health in their formal end-of-life plan (n=179) and 21% were willing to include sexual
health in their informal end-of-life plan (n=154). Although findings were not significant,
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future research could explore the willingness to include sexual health within one’s endof-life plan as several participants were “neither willing nor unwilling” to include sexual
health in their formal or informal end-of-life plan, 21% and 15% respectively. Further
exploration of these participants may generate valuable discussion regarding the
importance of sexual health as aging progresses.
Keywords: sexuality, quality of life, aging, older adults
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INTRODUCTION
In the United States, when one reaches age sixty-five one is deemed “old” and is
then subjected to several stereotypes (e.g., cranky, unwilling to learn new things,
unproductive) regarding old age that are rampant in popular culture. Old age is merely a
developmental process marked by observable physical, cognitive, and potential mental
health deteriorations as one nears the end of the human life cycle. The general stereotypes
associated with older adults are bad, but when it comes to sexuality (defined as a variety
of expressions of intimacy that are essential to self-identity; ACOG, 2017) the
stereotypes worsen. Older adults are presumed to be unattractive, disinterested in sex
(Menard et al., 2015; Syme, 2014), and physically incapable of engaging in sexual
behaviors (defined as behavior that generates arousal and increases the likelihood of
orgasm; Hyde & DeLamater, 2008). It is also presumed that sex during older adulthood
is revolting or disgraceful (Syme, 2014).
However, due to advancements in technology and medicine it can be observed
that older adults are living longer and may have access to more resources that increase
physical activity (e.g., Wii Fit, mobile phone apps), mental engagement (e.g., online
education, mental health apps) and social connectedness (e.g., social media, online video
calling) compared to prior generations. This is forcing a reimagining of what old age is
“supposed” to be and creating an expanded view of what “could” be. As we continue to
consider and prioritize what is possible for older adults, especially regarding quality of
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life, that must include all aspects of quality of life. Sex and intimacy are undeniably
important components of quality of life (Syme, 2014). As such, one could argue that
denying that older adults engage in sex and intimacy or denying them the appropriate
means (e.g., privacy, respect) to be sexual or intimate is inhumane.
The concerns of older adults cannot be ignored. With current estimates of the
number of older adults aged sixty-five and up ranging from forty three to forty six million
and expected to nearly double by 2050 (Mather, 2016; Ortman et al., 2014); a significant
number of older adult will have varying quality of life needs, including sex and intimacy
expectations. Although it had been previously documented that the United States is
grossly unprepared to address the extensive physical (e.g., skilled nursing, functional
impairment, palliative care) and mental health (e.g., social isolation, quality of life,
wellbeing) needs of its large older adult population (Bartels & Naslund, 2013; Freedman
& Spillman, 2014; Holley et al., 2009) it will be difficult to find anyone that, now,—
courtesy of COVID-19—lacks such awareness. More research is needed to explore,
assess, and understand the vast needs and experiences of older adults from their
perspective as they advance through the lifespan toward end of life, and eventually reach
death. Particularly, there is a dearth of research on the needs and experiences of older
adults in relation to all aspects of quality of life at end of life and how to ensure such
concerns are addressed and respected as the individual in question prefers. Although all
aspects of quality of life are important and deserve scholarly attention, this dissertation
will highlight sexual health (defined as a multidimensional construct that describes
physical, emotional, psychological, and social well-being regarding sexuality; Hyde &

2

DeLamater, 2008) as an aspect of quality of life that should be prioritized and may be
best protected as part of one’s end-of-life plan.
Background
Lifespan Developmental Theory and Resilient Aging
Popular culture continues to challenge the narrative of what old age is “supposed”
to be and how one “must” progress through the lifespan by featuring older adults living
full lives rather than just waiting for death (e.g., Hot in Cleveland, Grace and Frankie,
Jane the Virgin, New Amsterdam). Older actors are also increasingly observed playing
complex and/or primary roles on television and in movies (e.g., American Horror Story,
Red, Mother, Skyfall), which challenges the notion that late adulthood is just a layover to
end of life. Outside of the entertainment industry older adults are being observed
engaging in everything from athletics (e.g., Carla Wallenda, Jeannie Epper, Yuichiro
Miura, Ernestine Sheppard) to education (e.g., Nola Ochs, Allen Lawrence) to space
travel (e.g., John Glenn) which suggests a shift in mindset in which “old” is optional and
quality of life is the priority. Science is also consistently generating evidence that aging
can be wellness-focused rather than disease-focused (see Charles et al., 2001; Diehl et al.,
2020; Gill et al., 2009). Lifespan developmental theory should also follow this trend and
focus more on the positive aspects of aging (e.g., psychological development, wisdom,
creativity; Onedera & Stickle, 2008) as well as quality of life.
While there are multiple lifespan developmental theories described in the existing
literature (Baltes, 1997, 2000; Schaie, 2016; Schaie & Lawton, 1998), this dissertation
will incorporate only the Schaie-Willis Stage Theory of Cognition that describes eight
developmental stages, one prior to adulthood and seven in adulthood, that encompass the
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lifespan. Childhood is devoted to obtaining knowledge or the acquisition stage (Schaie,
2016). Young adulthood is devoted to first applying such knowledge by independent
problem-solving or the young adulthood stage and second by collecting necessary
resources to pursue the life one desires (e.g., career, family) or the achieving stage
(Willis, 1996).
Middle adulthood is primarily devoted to maintaining the life one has achieved
(e.g., present and future planning) or the responsible stage, but may also include the
desire to impact the world through social change (e.g., organizational structure, public
policy) rather than exclusively focusing on individual needs or the executive stage. Late
adulthood is divided across three stages: first the restructuring of one’s time and activities
as one enters retirement or the reorganizational stage (although common in industrialized
nations, in other societies this stage may not exist or may look different), second, the
prioritizing of tasks that are personally significant and a reduced willingness to solve
problems that require significant effort or the reintegrative stage, and third reminiscing
and final planning for the distribution of one’s most prized possessions or the legacy
creating stage (Schaie, 2016).
While the Schaie-Willis Stage Theory of Cognition is logical in its design, one
must wonder what becomes of those who are unable to progress smoothly through each
stage? Any number of circumstances beyond one’s control (e.g., poverty, adverse
childhood events) could lead to a disruption or extension of any of the stages. Such
disruptions or delays to lifespan development that still leave the possibility of living a life
one enjoys can be further supported by the integration of resilient aging with the SchaieWillis Stage Theory of Cognition.
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Resilient aging takes a wellness approach to the lifespan by examining how one
adapts after experiencing adverse, traumatic, and/or stressful events. Resilient aging
theory allows everyone—regardless of background, demography, genetics, functional
ability, or environment—the equal opportunity to age well (Aldwin & Igarashi, 2015;
Fullen & Gorby, 2016; Hicks & Conner, 2014; Sampedro-Piquero et al., 2018; SmithOsborne & Felderhoff, 2016). Resilient aging theory proposes that as one experiences
adversity, trauma, or stress one’s responses may generate resilient traits or protective
factors that become resources to be accessed and used throughout the lifespan as new or
similar challenges arise. For example, adverse childhood experiences (e.g., physical
abuse, emotional neglect) that force one to seek or develop creative solutions to ensure
safety and security can lead to the establishment and usage of a combination of resilient
traits (e.g., social aptitude, self-efficacy, planning) and environmental resources (e.g.,
community integration, social support, social resources). These resilient traits remain
accessible as one ages and can promote future opportunities for growth as one continues
to master new challenges (Smith-Osborne & Felderhoff, 2016).
Quality of Life Theory and the Quality of Life Supports Model
Despite extensive exploration by scholars, quality of life remains a construct that
lacks a universal definition and system of measure. Quality of life is frequently discussed
alongside the construct well-being, or the two constructs can be observed as used
interchangeably in the existing literature (Hubens et al., 2018; Van Hecke et al., 2018).
For the purposes of this dissertation, quality of life is being described as an independent
construct that supports well-being. Quality of life is also frequently observed in the
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literature as used interchangeably with ‘life satisfaction,’ but for clarity and consistency,
this dissertation will use the term quality of life.
According to Schalock, a framework approach may be the best method to
understand quality of life as a construct due to its incorporation of six key principles
(Schalock & Verdugo, 2002, as cited in Van Hecke et al., 2018). These six principles
require that quality of life be conceptualized as a construct that is multidimensional,
simultaneously universal, and culturally relevant, and possesses objective and subjective
elements (see Appendix A). Quality of life as a framework must also reflect a systems
approach (i.e., individual, organizational, societal) that includes goal-oriented action and
instinct. The flexibility of a framework allows one’s concept and experience of quality of
life to evolve as one’s life stage and environment changes (Schalock, 2020; Schalock &
Verdugo, 2002, as cited in Van Hecke et al., 2018). Quality of life as an evolving
construct allows its meaning to encompass more than just the absence of disease or
illness. Schalock’s expanded view of quality of life is holistic or person-centered and is
much broader than the construct of health-related quality of life, which chooses to
highlight the effect of illness and impairment on functional ability (Schalock & Verdugo,
2002, as cited in Van Hecke et al., 2018). As mental and physical healthcare increasingly
shift toward a person-centered approach to meet the needs of individuals throughout the
lifespan it is also necessary to incorporate a person-centered approach to quality of life.
As a multidimensional construct, scholars have cross-culturally validated the
factor structure of eight key domains of quality of life including interpersonal relations,
social inclusion, personal development, physical well-being, self-determination (e.g.,
autonomy), material well-being (e.g., finances), emotional well-being, and individual

6

rights (see Appendix B; Schalock, 2004, 2020). These eight domains are hierarchical and
support the six key principles Schalock (2020) proposes as the framework for the
construct of quality of life. These domains can also be transformed in response to one’s
changing life stage and/or factors (e.g., environmental, social, economic) that may be
beyond one’s control.
Research focused on the quality of life of persons with intellectual or
developmental disabilities has led to the creation of the Quality of Life Supports Model
(Schalock, 2020). Although the focus of this model was not specific to middle-aged or
older adults, the awareness that ableism is not the norm (Hehir, 2002) combined with the
increased likelihood of functional impairment (e.g., inability to bath oneself, inability to
feed oneself) and/or disability as one ages allows this model to be easily adapted to aging
populations and integrated within lifespan developmental and resilient aging theories.
While the Quality of Life Supports Model is sophisticated in design and
application, its key aim can be summed up as an examination of “’what is’ and ‘what can
be’ (Schalock, 2020 pg.10).” This viewpoint is a relevant and necessary outlook
regarding aging. The adaptability of this model increases the diversity and inclusion of
whose needs matter throughout the lifespan; therefore, promoting resilient aging. Just as
the inception of the Quality of Life Supports Model challenges one to think differently
about the rights of persons who are disabled (Schalock, 2020), it can also be applied
and/or modified to challenge one to think differently about the rights of persons who are
older. A modification proposed by this investigator is the inclusion of sexual health as a
component of the emotional well-being domain of quality of life. Sexual health is
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relevant to all persons throughout the lifespan, although the dimensions of it that are
prioritized may change as one ages.
End of Life Defined
Through observations of scholarly literature, classes, and personal experiences,
this investigator has observed that end of life in the United States has traditionally been
understood through a medicalized lens. Scholars describe end of life as “dying,” “not
responding to treatment,” or “the inevitable decline preceding death” (Holland & Prost,
2019; Hui et al., 2014). While those are components of end of life, especially as death
looms, there is no designated timeframe for death. For some, dying may take a few
months, while for others dying may take a few years. Treating end of life as solely a
medical process, forces individuals deemed at the “end of life” to essentially wait for
death without posing any alternatives. This may be particularly troublesome for
individuals who desire other options or for whom it is not culturally normative to focus
on death alone. End of life can and should blend medical and mental health perspectives.
This would allow individuals to address important medical-related end of life issues and
prioritize quality of life concerns regarding their living environment, leisure activities and
social connections. As it cannot be known when an individual will die, quality of life
issues relevant to end of life may be best addressed through the process of end-of-life
planning well before one is deemed at the end of life. While there are always exceptions
and extenuating circumstances, end of life is presumed to occur in late adulthood or at
some point after age sixty-five.
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End of Life and Hospice
Regarding end of life, there is significant concern about the growing number of
older adults in the general public and how unprepared society is to meet their physical
and mental health needs in terms of chronic disease, physical disability, cognitive
impairment, terminal illness, and hospice care (Bartels & Naslund, 2013; Freedman &
Spillman, 2014; Holley et al., 2009). While every older adult experiencing the abovementioned concerns will die at a different point in time, the context for their end of life
years may vary with some remaining at home with caregivers (e.g., family, friends,
visiting nurses), others entering long-term care (e.g., nursing home, assisted living), and
others being referred for hospice care (e.g., at home, residential facility). Viewing end of
life through a medicalized lens may give the impression that hospice is or perhaps should
be the “last stop” prior to death.
Hospice is a person-centered approach to end-of-life care that aspires to address
the psychological, social, spiritual, and physical needs of the individual so that an
individual may die with dignity (Buckingham, 1983; Casarett et al., 2001; Kirolos et al.,
2014). It intends to neither accelerate nor prolong death; instead, it maintains that death
is merely a part of the life course (Hart et al., 1998). Hospice takes a humanistic
approach to medical care that incorporates not just the individual, but their community
and family or chosen family if desired. This is imperative as the individual and their
family or chosen family are to be treated as a unit receiving care, with both receiving
equal priority and consideration (Buckingham, 1983). Hospice care may include a range
of services for individuals such as palliative care, personal care, and support services
(Hart et al., 1998; Stevenson & Bramson, 2009) targeted at pain management, symptom
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reduction, and improved quality of life (Buckingham, 1983; Stevenson & Bramson,
2009).
Despite increased availability and visibility since the early 2000s, by 2017 only
48% of persons at end of life took advantage of hospice care and 54% of them received
services for less than one month with nearly 28% receiving services for a week or less. In
2017, most Medicare hospice enrollees were female (58.4%), aged eighty or older
(64.2%), and White (82.5%) (NHPCO, 2018). Additionally, most hospice enrollees
reside in an urban area, have a middle-to-high income, and are well educated (Hardy et
al., 2012). The diversity disparities may lie in hospice’s origins. In the United States
hospice was modeled after end-of-life services in Europe (Livne, 2014). The usage of a
European model may have provided enough guidance on how to incorporate hospice
services within the medical model in a cost-effective way but may have unintentionally
alienated cultures not of European descent or Christian affiliated (Daaleman &
VandeCreek, 2000; Livne, 2014); thus, ignoring alternate care preferences and key
components of quality of life that may appeal to other groups. This indicates that given
the underutilization of hospice it may not be the best option for everyone. While an
overhaul to address inclusivity in hospice may be warranted, it may also be appropriate to
address a wider range of care and quality of life preferences via end-of-life planning.
Overview of End-of-life Plans and Relevant Policies
An end-of-life plan, in the United States, typically consists of a series of
individual legal documents that state one’s preferences for future care and treatment
needs and usually includes a living will, a Do-Not-Resuscitate Order, and a Durable or
Medical Power of Attorney. A living will is a document that allows an individual to
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specify if life-sustaining treatment should be used, not used, or removed during a variety
of medical circumstances. A Do-Not-Resuscitate Order is a document that informs
medical personnel, particularly emergency medical staff or first responders, if one wishes
to be resuscitated if one is not breathing or has no heartbeat. A Durable or Medical Power
of Attorney is a document that allows an individual to designate who is to make medical
decisions if one is unable to do so (Benson & Aldrich, 2012).
Due to the complicated way these legal documents are written, the confusion over
when each document is needed, and for what purpose each document serves, it became
clear that a more effective solution was needed. Eventually the advance directive was
created in 1967, which is an all-encompassing legal document for end-of-life planning
(Sabatino, 2010). The advance directive is widely accepted and is often preferred to
individual documents such as living wills because it is well organized and is written in
common language. An advance directive includes all the above-mentioned documents
and can also include instructions regarding aspects of quality of life that may be
important to an individual (Kates, 2017; Rao et al., 2014).
However, despite the user friendly nature of advance directives, over a quarter of
all adults have never thought about end of life preferences and it is estimated that as
many as two out of three community-dwelling adults do not have an advance directive
(Kates, 2017; Rao et al., 2014). Specific to transgender and gender non-conforming
adults, scholars have found that 37% have a Durable or Medical Power of Attorney and
49% have a will (not to be confused with the above-referenced living will). Some of this
disparity may be offset by informal end-of-life planning as approximately 75% of older
adults have engaged in some type of informal conversation or discussion regarding end of
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life concerns—this is presumed to explain the racial and ethnic disparities in end-of-life
planning described elsewhere. Scholars also suggest that informal end-of-life planning
may be a greater option for individuals with larger family and/or social networks (Henry
et al., 2020), but it is unclear if large extended social networks encourage informal versus
formal end-of-life planning.
While it is recommended that all adults have an advance directive, in 1990 there
was a lack of research on the use of advance directives in long-term care. Given the rate
of terminal illnesses and invasive medical procedures used in this population, the need for
this document was considered urgent. At the same time, the medical profession was
striving to increase patient autonomy in decision making so this issue had to be
addressed. In 1991, the Patient Self Determination Act (PSDA) was created by Congress
to expand existing Medicare and Medicaid laws by requiring medical personnel to
discuss end-of-life plans with patients. This policy developed five guidelines for end-oflife plans that all facilities that accepted Medicare and Medicaid patients were to follow.
The first guideline was to inform patients in writing of their right to health care and endof-life planning. The second guideline was to establish written procedures for advance
directives that had to be available to patients upon request. The third guideline was to
document if a patient does or does not have an advance directive on file. The fourth
guideline was to adhere to existing state guidelines regarding advance directives. The
fifth guideline was to educate employees and community members about advance
directives (Kates, 2017; Sabatino, 2010; Teno et al., 1997).
To further address the need for advance directives, particularly in long-term care
settings, the Uniform Health Care Decisions Act (UHCDA) was created in 1993 by the
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National Conference of Commissioners. The UHCDA was developed to establish clear
guidelines for the use of oral advance directives. This is important because in many cases
an individual is in urgent need of medical treatment and there is no time to complete a
written advance directive, therefore a faster option is necessary. However, despite the
value of oral directives only fifteen states permit them (Sabatino, 2010).
Currently there is no single nationally recognized end-of-life planning document.
However, the organization Aging with Dignity has created an advance directive called
Five Wishes that has come close by being accepted in forty-two states. Although it does
include the standard legal forms required to state one’s preferences for treatment and
other medical issues, it is written in common language, has a more personal feel, and is
meant to be a do-it-yourself document (Sabatino, 2010). Other documents and provider
tools such as Make Your Wishes Known and Respecting Choices are also designed to be
easy to use and are more personal rather than sterile documents written in legalese
(Myers et al., 2018). Although the use of advance directives is an area in need of further
exploration, existing literature indicates some promising advantages. Findings have
shown that those with an end-of-life plan are happier with care, have higher contentment
and self-respect, are less anxious because major decisions do not need to be made at the
last minute, and are more confident that medical providers will respect their desires
(Onedera & Stickle, 2008).
Although advance directive is an appropriate term to describe an end-of-life plan,
for the purposes of this dissertation, the term end-of-life plan will be used in the
forthcoming sections and chapters.
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The reasons why people do not engage in end-of-life planning are potentially
endless. Individual beliefs, characteristics, and experiences with end of life could
determine whether one will engage in formal or informal planning or decline to plan
entirely. One’s social identities such as socioeconomic status, race, ethnicity, religion,
and gender will also influence the decision to plan or not plan. One’s perceptions of
one’s own health and experience or lack of experience with death will also contribute to
one’s decision to plan or not plan for end of life (Henry et al., 2020).
Clinicians, End-of-life Plans, and Sexual Health
Traditionally, an end-of-life plan was completed by lawyers and/or medical
doctors and was designed to address future care needs should one become chronically or
terminally ill, incapacitated, or cognitively impaired (Sabatino, 2010). However, as the
United States healthcare system continues to shift toward person-centered care, more
attention has been placed on issues that relate to quality of life, which should require the
scope of an end-of-life plan to expand. It is the opinion of this investigator that an endof-life plan is best created before one enters middle-age and reviewed annually (perhaps
during tax season) in case one’s roles, expectations, or preferences have changed.
Clinicians (e.g., psychologists, social workers) can play a crucial role in end-oflife planning due to their advanced training in supporting patient autonomy, selfdetermination, and decision-making. Clinicians are also well versed in lifespan
development, assessing patient needs and wants, managing family and social support
conflicts, and case management among a network of medical and social service providers
(Black, 2007, 2010). Due to this extensive training clinicians are likely better equipped
to introduce conversations regarding end of life with adults throughout the lifespan and to
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discuss a variety of planning needs that include quality of life issues (e.g., isolation,
sexual health).
Having clinicians introduce discussions regarding sexual health across the
lifespan has been suggested in the existing literature by including clinicians in healthcare
settings as part of integrated care teams. Such direct access would allow middle-aged
and older adults a safe space to raise sexuality concerns as they occur amidst chronic
illnesses and age-related declines. Clinicians could assess, treat, and explore a broad
range of topics including gender norms and expectations regarding sex and intimacy,
sexual desire, body image, importance of sex, issues regarding partnered and solo sex,
and alternatives to penetrative sex (McClelland, 2012). Clinicians are also expected to be
culturally competent and that should include the willingness and ability to address the sex
and intimacy concerns of diverse groups (e.g., LGBT, culture, religion) (Mona et al.,
2010). Specifically, for transgender and gender non-conforming middle-aged and older
adults, scholars and the respective communities have called for clinicians to step up and
support the age-related needs of these groups. Calls have included increased training
about their unique needs, experiences, and concerns regarding aging—particularly
surrounding end of life fears and end-of-life planning (Henry et al., 2020).
Intimacy, Sexuality, Sexual Health, and Sexual Rights
Intimacy is not limited to sex. Broadly speaking, intimacy can be an interpersonal
act that establishes a bond or sense of closeness. While that can be accomplished with
sex, there are actually eight spheres of intimacy including: aesthetic (a shared experience
deemed wonderful such as watching ocean waves), affectional (shared affection such as
hand holding), emotional (a shared opportunity for emotional vulnerability), intellectual
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(a shared analytic interest such as science), physical (a shared physical activity such as
going for a walk), social (a shared social activity such as a concert), sexual (a shared
expression of sexuality such as discussing fantasies), and spiritual (a shared religious or
spiritual experience) (Skyler & Bayer, 2010). As adults progress through the lifespan, the
value and importance placed on each of these spheres of intimacy may change. For
adults who are unpartnered, regardless of reason (e.g., personal choice, limited options),
it may be that there is a reimagining of how intimacy can be expressed and enjoyed. This
may also be true for some adults who are partnered and find their relationships
unsatisfactory. For example, one may engage in sexual intimacy alone through sensual
touch and/or masturbation. Despite the absence of a partner or perhaps the presence of a
disinterested partner, both a bond and sense of closeness can be established with oneself.
For the purposes of this dissertation, intimacy will be discussed as a construct that is
preferred by middle-aged and older adults regardless of relationship status or relationship
satisfaction. While all eight spheres of intimacy are deserving of scholarly exploration,
this dissertation will focus primarily on the sexual and affectional spheres as those are
components of sexual health and support this investigator’s belief that all adults are
sexual beings.
It is important to note that sex and intimacy are dependent upon one’s sexual
development throughout the lifespan. Across individuals there is wide variation in sex
education and sexual experience. While it may be ideal and most beneficial for sex
education to occur during the above-referenced acquisition and young adulthood stages
there is no guarantee that sex education is accessible to everyone or will be conducted in
a manner that promotes sexuality through a positive lens during this timeframe. The
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above-referenced young adulthood and achieving stages may be opportune times for
some to obtain more sexual experience, but for others there may be fewer opportunities
due to social expectations (e.g., no premarital sex, homophobia, racism) or limited choice
of partners (e.g., gender imbalance, fewer singles, perspectives on age appropriateness)
within the community. For individuals with limited sex education and/or sexual
experience or frequent exposure to either that is negative and/or repressive, there may be
an inclination to explore sexuality in the later stages of the lifespan. For some, the
opportunity and inclination to learn and experience more in the realm of sexuality may
not occur until the above-described responsible or reorganizational stages. The value
placed on sex, intimacy, and all the dimensions of sexual health will vary widely across
individuals and is likely to change throughout the lifespan. For example, changes in
relationship status, embracing one’s sexual orientation or gender identity, and physical or
mental health illnesses can occur within any of the seven stages of adulthood and may
require reimagining one’s approach to sexual health.
This may be particularly salient for those in middle adulthood as the responsible
stage may be one of the busiest given the number of possible roles to play (e.g.,
employee, significant other, parent, caregiver) (Infurna et al., 2020). For those who
experience disruptions (e.g., unemployment, underemployment, discrimination,
interpersonal difficulties) in the young adulthood and achieving stages that delay the
acquisition of the resources needed to obtain the life one wishes, middle adulthood may
be used as a continuation of these stages and thus, delaying or overlapping the later
stages. These additional circumstances may alter when and/or how one prioritizes sexual
health while also affecting one’s overall interest and desire for sex and intimacy. This
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could mean that for some, middle or older adulthood may provide opportunities to engage
in sex and intimacy that were not previously available—and as no one can predict when
one’s life will end—there is no sense in further delaying such exploration. For older
adults, society’s negative reaction (as described above) to their desire for sex and
intimacy may generate a variety of responses from surprise to outrage.
The refusal to acknowledge the sexuality of older adults becomes further
complicated as aspects of aging that are unavoidable for some (e.g., cognitive
impairment, nursing home residency) raise questions and concern regarding physical
safety, consent, and emotional well-being. Those questions and concerns that aim to
protect older adults from sex-related violence, coercion, and abuse are valid yet further
the negative viewpoint of sexuality in old age when the opposing view is not also
presented (Lottes, 2013). Sexuality encompasses negative and positive components, and
both are addressed within sexual health and the sexual rights that seek to defend, achieve,
and respect the sexual health of everyone (Hyde & DeLamater, 2008; Lottes, 2013).
Sexual rights are fundamental human rights that include sexual pleasure, sexual
expression, intimacy, and access to sexual health care and education. Sexual rights also
allow one to engage or not engage in sexuality independent of relationship status, sexual
orientation, age, or reproduction (Lottes, 2013).
End-of-life Plans and Sexual Health
The existing research literature on how sexual health is addressed in end-of-life
plans, especially those that include provisions focused on quality of life in the later years,
is limited. There appears to be no national or local policies stating that sexual health
should or should not be included in one’s end-of-life plan nor is there the suggestion that
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professionals addressing this topic should be considered best practice. Surprisingly, there
is no indication that older adults are even thinking about their sexual health needs in
relation to their later years and end of life, but that may be due to the dearth of literature
on older adults and sexuality broadly.
However, the research literature indicating that nursing homes are struggling to
address the sexual behaviors of older adults and that the uncertainty of the legal and
medical worlds regarding if one with dementia has the ability to consent to sex or sexual
behaviors is increasing (Elias & Ryan, 2011). This is further concerning given the
number of older adults, whether they have dementia or not, who are likely to end up in
some form of long-term care. It is estimated that more than two-thirds of older adults
aged sixty-five and older will require long-term care (e.g., residential care, home care,
nursing facilities; Harris-Kojetin et al., 2016). The increased likelihood of residing in
some form of long-term care for older adults prior to being hospice-eligible should place
increased attention on quality of life so that one’s remaining years are as enjoyable as
possible.
While end-of-life planning documents such as Five Wishes, Make Your Wishes
Known, and Respecting Choices are more approachable they still do not cover all aspects
of quality of life in-depth. Instead, there is usually an “other” section where one can state
any additional preferences one has that cannot adequately be addressed in any other
section. It is presumed that “other” is where one would state one’s quality of life
preferences such as sexual health, but the directions on these documents do not provide
any examples of the kind of information that can or should be included. There appears to
be nothing in the existing research literature to indicate if the “other” section is being
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used in this way or if professionals who help complete end-of-life plans are deliberately
asking about sexual health preferences. Due to the lack of research literature specifying
how quality of life, specifically, sexual health is or is not addressed in end-of-life plans
further research is required.
Problem Statement, Significance, and Purpose Statement
There is no indication in the existing literature that sexual health is addressed in
end-of-life planning. Nursing homes are struggling to address the sexuality of older
adults (Elias & Ryan, 2011). Sex and intimacy are important components of quality of
life (Syme, 2014) and the desire for such does not always decline with age (Chao et al.,
2011). There is no indication in the literature that end-of-life planning has been
suggested for use in addressing sexual health so that the individual in question has an
opportunity to express their wishes and protect their sexual rights.
The purpose of this study was to examine if a relation between current levels of
quality of life and sexual satisfaction determines if community-dwelling middle-aged or
older adults in the United States have or are willing to incorporate sexual health within
their formal or informal end-of-life plan. The independent variable, quality of life, was
described as an evolving multidimensional construct that is universal, culture-bound,
objective, and subjective (Schalock, 2020; Van Hecke et al., 2018). The independent
variable sexual satisfaction was defined as the perception of the quality of physical,
psychological, relational, and cultural aspects of one’s sex life (Carpenter et al., 2009;
Træen et al., 2017). The dependent variables were described as the inclusion or
willingness to include sexual health (a multidimensional construct that incorporates
physical, emotional, psychological, and social well-being in regard to sexuality; Hyde &
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DeLamater, 2008) in one’s formal end-of-life plan. A formal end-of-life plan was
defined as the completion of one or more of the above-described legal documents
establishing future care and treatment preferences and/or possessing one or more of the
following: life insurance policy, will, trust, or a rights of visitation document. An
informal end-of-life plan was described as the completion of a non-legally binding (e.g.,
note for family or significant other, journal entry) or a discussion or conversation with a
person(s) that one trusts (e.g., significant other, family, chosen family, friends, doctor,
religious community) regarding one’s wishes, thoughts, or concerns regarding one’s
future care, treatment, care giving, funeral arrangements, death, and/or dying.
Primary Research Questions
The following represent the main questions of interest to this investigator that
were addressed in this study.
1) Does a relation between quality of life and sexual satisfaction predict whether or
not middle-aged or older adults have incorporated sexual health within their
formal or informal end-of-life plan?
2) Does a relation between quality of life and sexual satisfaction predict the extent to
which middle-aged or older adults are willing to incorporate sexual health within
their formal or informal end-of-life plan?
3) To what extent do variables such as age, LGBT identity, sexual attractiveness,
body image, and relationship satisfaction moderate the relation between quality of
life and sexual satisfaction and thus, influence whether or not middle-aged or
older adults have incorporated sexual health within their formal or informal endof-life plan?
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4) To what extent do variables such as age, LGBT identity, sexual attractiveness,
body image, and relationship satisfaction moderate the relation between quality of
life and sexual satisfaction and thus, influence whether or not middle-aged or
older adults are willing to incorporate sexual health within their formal or
informal end-of-life plans?
Exploratory Research Questions
The following represent additional questions of interest to this investigator that
were addressed in this study due to the obtained sample size and relevant descriptive data
being sufficient for analyses.
1) For those who have a formal or an informal end-of-life plan, what quality of life
factors do they think should be included and which ones might they add to their
end-of-life plan?
2) To what extent do variables such as subjective age, religion, sleep, physical
activity, stress, gender, race, ethnicity, depression, and anxiety effect the relation
between quality of life and sexual satisfaction and thus, influence whether or not
middle-aged or older adults have incorporated sexual health within their formal or
informal end-of-life plan?
3) To what extent do variables such as subjective age, religion, physical activity,
sleep, stress, race, ethnicity, gender, depression, and anxiety effect the relation
between quality of life and sexual satisfaction and thus, influence whether or not
middle-aged or older adults are willing to incorporate sexual health within their
formal or informal end-of-life plan?
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Hypotheses
1) It was predicted that both middle-aged and older adults who report higher quality
of life and sexual satisfaction will be more likely to also report having
incorporated sexual health into their formal or informal end-of-life plan.
2) It was predicted that both middle-aged and older adults who report higher quality
of life and sexual satisfaction will be more willing to incorporate sexual health
into their formal or informal end-of-life plan.
Definitions of Terms
Advance directive
An all-encompassing legal document for end-of-life planning that was created in
1967 and can also include instructions regarding aspects of quality of life that may be
important to an individual (Sabatino, 2010).
End of life
A part of the human life cycle preceding death that is presumed to occur in late
adulthood or at some point after age sixty-five.
End-of-life plan
A formal process that encompasses one or more relevant legal documents and
allows an individual to express their care and treatment (e.g., medical, mental health)
preferences at end of life (Benson & Aldrich, 2012).
Do-Not-Resuscitate Order
A legal document that informs medical personnel, particularly emergency medical
staff or first responders, if one wishes to be resuscitated if one is not breathing or has no
heartbeat (Benson & Aldrich, 2012).
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Durable or Medical Power of Attorney
A legal document that allows an individual to designate who is to make medical
decisions if one is unable to do so (Benson & Aldrich, 2012).
Formal end-of-life plan
The completion of one of more legal documents (e.g., living will) establishing
future care and treatment preferences and/or possessing one or more of the following: life
insurance policy, will, trust, or rights of visitation document.
Hospice
A person-centered approach to end-of-life care that aspires to address the
psychological, social, spiritual, and physical needs of the individual so that an individual
may die with dignity (Buckingham, 1983; Casarett et al., 2001; Kirolos et al., 2014).
Intimacy - an interpersonal act that establishes a bond or sense of closeness (Skyler &
Bayer, 2010).
Informal end-of-life plan
The completion of a non-legally binding (e.g., note for family or significant other,
journal entry) or a discussion or conversation with a person(s) that one trusts (e.g.,
significant other, family, chosen family, friends, doctor, religious community) regarding
one’s wishes, thoughts, or concerns regarding one’s future care, treatment, care giving,
funeral arrangements, death, and/or dying.
Living will
A legal document that allows an individual to specify if life-sustaining treatment
should be used, not used, or removed during a variety of medical circumstances (Benson
& Aldrich, 2012).
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Quality of life
An independent and evolving construct that is culture-bound, objective, subjective
and encompasses more than just the absence of disease or illness (Van Hecke et al., 2018)
and promotes well-being.
Quality of Life Supports Model
A model developed by Schalock (2020) to evaluate the quality of life of persons
with intellectual and developmental disabilities across eight domains.
Resilient aging theory
An aging theory that takes a wellness approach to the lifespan by examining how
one adapts after experiencing adverse, traumatic, and/or stressful events (Aldwin &
Igarashi, 2015; Fullen & Gorby, 2016; Hicks & Conner, 2014; Sampedro-Piquero et al.,
2018).
Schaie-Willis Stage Theory of Cognition
A lifespan developmental theory that describes eight developmental stages, one
prior to adulthood and seven in adulthood that encompass the lifespan (Schaie, 2016).
Sexual behaviors
Behavior that generates arousal and increases the likelihood of orgasm (Hyde &
DeLamater, 2008).
Sexual health
A multidimensional construct that describes physical, emotional, psychological,
and social well-being regarding sexuality (Hyde & DeLamater, 2008).
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Sexual rights
Fundamental human rights that include sexual pleasure, sexual expression,
intimacy, and access to sexual health care and education (Lottes, 2013).
Sexual satisfaction
The perception of the quality of physical, psychological, relational, and cultural
aspects of one’s sex life (Carpenter et al., 2009; Træen et al., 2017).
Sexuality
A variety of expressions of intimacy that is essential to self-identity (ACOG,
2017).
Summary
There are a number of factors to consider when examining sexuality among
middle-aged and older adults, however, sexuality may be less accepted or broadly
understood in regard to older adults. Nowhere in the above-referenced late adulthood
stages is it stated that sex and intimacy needs disappear. Although the value placed on
improved quality of life is evident within the reorganizational and reintegrative stages it
appears to this investigator that the societal interpretation of what aspects quality of life
matter in old age include everything but sex and intimacy.
A systematic review (using the Joanna Briggs Institute method) of quantitative
and qualitative research published from January 2004 to January 2015, uncovered
eighteen studies that confirm older adults remain sexual beings who value sex and
intimacy. Findings were that older adults continue to engage in a variety of forms of sex
and intimacy even after transitioning to residential care (e.g., assisted living, nursing
home). The review also found that older adults considered sexual health to be related to
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quality of life and well-being as well as physical and mental health. This relation was
deemed circular by older adults in that physical and mental health, quality of life, and
well-being can impact sexual health; therefore, sexual health can impact physical and
mental health, quality of life and well-being. Findings also described older adults’
frustration with how healthcare providers address or decline to address sexuality
reporting: poor care, shame, disregard, and negative attitudes (Bauer et al., 2016).
It does not appear, per this investigator’s review of the literature and general
observations, that there is such societal resistance regarding middle-aged adults’ sex and
intimacy needs. The drastic shift from sex and intimacy are acceptable throughout
middle adulthood to unacceptable in late adulthood is absurd and violates the sexual
rights we are all entitled to throughout the lifespan, including at end of life. It is plausible
that enhancing the role of clinicians in sexuality issues and shifting the viewpoints of
how we address and protect quality of life preferences, including sexual health through
end-of-life planning will eliminate the frustrations experienced by older adults.
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REVIEW OF THE LITERATURE
The following is an exploration of how sexual health, as a component of quality
of life, may be prioritized and eventually protected by middle-aged and older adults
through the lifespan including end of life. Due to the time constraints placed upon
dissertation research and the conservative viewpoints that often pose barriers to sexuality
studies, only one dimension of sexual health will be explored: sexual satisfaction.
Specifically, this dissertation is examining if a relation between quality of life and sexual
satisfaction determines if middle-aged or older adults have or are willing to incorporate
sexual health within their formal or informal end-of-life plan.
The current literature on sexuality and middle-aged or older adults in the United
States is limited. Using the University of Louisville’s access to the EBSCO Academic
Search Complete library database, this investigator uncovered only sixty-six peerreviewed articles published from January 1, 2000 through September 11, 2020, using the
following search terms: “sexuality OR sex OR intimacy OR sexual behavior OR sexual
quality of life” AND “middle age” AND “United States.” The number of articles
potentially relevant to this study shrinks to six when the search terms change to “sexual
health” AND “middle age” AND “United States” and to only one when the search terms
change to “sexual satisfaction” AND “middle age” AND “United States.” Using the
same database, this investigator uncovered only 1,148 peer-reviewed articles published
from January 1, 2000 through September 11, 2020, using the following search terms:
“sexuality OR sex OR intimacy OR sexual behavior OR sexual quality of life” AND

28

“older adults OR elderly OR seniors OR geriatrics” AND “United States.”The
number of articles potentially relevant to this study shrinks to seventy-three when the
search terms change to “sexual health” AND “older adults OR elderly OR seniors OR
geriatrics” AND “United States” and to only six when the search terms change to “sexual
satisfaction” AND “older adults OR elderly OR seniors OR geriatrics” AND “United
States.” After extensive consultation with Lidiya Grote, the Social Sciences Research
Librarian at the University of Louisville, this investigator determined that parallels must
be drawn from relevant international literature rather than rely solely on United Statesfocused publications prior to 2000— also limited in number —that may be deemed
outdated or irrelevant.
Drawing parallels between relevant international literature and the United States
may be easier when focusing on the previously-described quality of life theory—the eight
domains were cross-culturally validated—and/or select previously-described spheres of
intimacy (e.g., affectional, sexual). The spheres of intimacy do not appear to have been
cross-culturally validated; however, intimacy is a sexual right; therefore, intimacy is
relevant to all cultural groups. Readers should be mindful that such parallels are
speculative as this investigator is not an expert on the norms, expectations, and priorities
of other cultures, and frequently the studies available did not make direct connections or
inferences to quality of life or intimacy.
The previously-referenced Schaie-Willis Stage Theory of Cognition and/or
resilient aging theories pose similar challenges when drawing parallels between
international literature and the United States. The responsible and executive stages of
middle adulthood may look different in other cultures possibly due to differences in what
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is deemed relevant for present and/or future planning (e.g., views on work-life balance)
and different perspectives on the value of impacting the world through social change.
The reorganizational stage of late adulthood may not exist at all outside of western
countries as generally the concept of retirement is connected to societal viewpoints on
employment and socioeconomic factors (e.g., income, class). Globally it is known that
access to wealth varies widely; therefore, in some parts of the world retirement may be
viewed as unnecessary or unattainable—even within western countries retirement is not
accessible to everyone. Resilient aging theory is an appropriate complement to the
Schaie-Willis Stage Theory of Cognition in order to generate possible explanations for
why certain life experiences may not have happened as expected. However, readers
should be mindful that opportunities to make such speculations of other cultural groups
will be limited as this investigator is not an expert on adversity experienced globally.
The inclusion of these theories is deemed important by this investigator as it is expected
that post-data collection, they will support Chapter 5 of the dissertation, the discussion of
the findings. This investigator also knows that it is considered bad writing to wait until
the discussion to introduce major theories as it gives the impression of poor planning or
hope that no one will notice.
What follows is a summation of what is known of middle-aged and older adults in
terms of quality of life, sexual health, and sexual satisfaction. Select studies have been
chosen as examples and are described to support what is known. Despite endless
possibilities, only four potential variables that may moderate the relation between quality
of life and sexual satisfaction will be described (i.e., sexual attractiveness, body image,
LGBT identity, relationship satisfaction) based on the available literature and investigator
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interests. Connections between quality of life, sexual satisfaction, or sexual health and
each of the chosen moderators will be made where possible based on the existing
literature.
Middle-Aged Adults, Quality of Life, Sexual Health, and Sexual Satisfaction
Middle-age is arguably the busiest time in the lifespan given the balancing act of
family, employment, and community responsibilities. Middle-age can include as many as
eight different and potentially demanding roles such as: partner, parent, grandparent,
adult child, caregiver, sibling, friend, colleague, community leader, and religious
position. It is no longer the standard that everyone partners and has children during the
young adulthood stage; increasingly, these tasks happen just before middle adulthood
(Infurna et al., 2020).
This is also a time for synchronizing information learned in the young adulthood
and achieving stages with experiences obtained in middle adulthood, in preparation for
late adulthood. Middle adulthood is also a peak time for the consequences of health and
social disparities to be observed and experienced. For those who were unable to establish
a preferred foundation during the young adulthood and achieving stages, middle
adulthood becomes a choice between forced catch up or barely surviving in terms of
improving one’s health or socioeconomic status in preparation for late adulthood and
resilient aging. Although there will be variation across individuals, it is presumable that
quality of life will not consistently be great for everyone during middle adulthood. The
sheer volume of roles to be juggled raise concern for all of the eight quality of life
domains, but particularly the emotional and physical well-being domains. Specifically,
among diverse groups (e.g., LGBT, women, lower socioeconomic status) mental health is
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at its worst during middle adulthood and corresponds to increased mental health
treatment (e.g., therapy, antidepressants) (Infurna et al., 2020). This investigator suspects
there is wide variation in the value placed on sexual health during this part of the
lifespan. For some sexuality may be limited to family planning, for others it may be a
source of stress relief, some may be highly sexually satisfied, and others may be too
overwhelmed to consider it at all.
As previously stated, sexuality studies on middle-aged adults are limited. The
few that are found often are not generalizable due to small sample sizes, prioritize
frequency of sexual activity, and exclude sexual satisfaction. A quantitative study using
a subset of the Study of Midlife Development in the United States II evaluated sexual
activity and sexual satisfaction (Thomas et al., 2015). The original study aimed to
evaluate a variety of health and quality of life factors and included a nationally
representative sample relative to the mid-1990s; however, demographic data (e.g., race,
ethnicity, sexual orientation) was not presented by the authors. The subsample included
only women (n = 2,647, Mean age = 51.8, SD = 10.9), 68.8% were sexually active, and
68.0% were partnered (Thomas et al., 2015). Sexual activity was evaluated using two
investigator-developed questions inquiring about the number of sexual partners from the
prior twelve months and how frequently sex occurred. Sexual satisfaction was evaluated
using one investigator-developed question inquiring about one’s perception of one’s
sexual life. Using a ten-point Likert rating scale, response options ranged from Worst or
zero to Best or ten and higher scores indicated higher sexual satisfaction. Findings were
that sexual satisfaction was higher among sexually active women (M = 5.7) compared to
non-sexually active women (M = 2.3) (Thomas et al., 2015). It is unclear if the women
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rating their sexual satisfaction high were considering physical or emotional dimensions of
sexual satisfaction or both as there is no indication that they were asked how they
interpreted the question.
A quantitative study using a subset of the National Health and Social Life Survey
of 1992 evaluated sexual satisfaction among middle-aged adults (Carpenter et al., 2009).
The original study aimed to evaluate a variety of health and quality of life factors and
included a nationally representative sample of the United States relative to the early
1990s. The subsample was aged forty to fifty-nine (n = 1,035), 53.2% women, 76.7%
non-Hispanic White, predominantly heterosexual, and 79.1% married or cohabitating.
Both physical and emotional dimensions of sexual satisfaction were examined using
investigator-developed questions rather than a previously-validated instrument. A fivepoint Likert scale with response options ranging from Extremely or one to Not at allor
five, in which higher scores indicated lower levels of sexual satisfaction was used.
Findings were statistically significant only for women regarding physical [2(8) = 21.54,
p = .006] and emotional [2(8) = 25.04, p = .002] domains of sexual satisfaction.
Frequency and duration of sexual activity as well as orgasm regularity were all found to
be related to the statistical significance for women (Carpenter et al., 2009). The strength
of this study was the choice to evaluate both physical and emotional dimensions of sexual
satisfaction as both components increase sexual intimacy.
A limitation of both previously-described studies is that the definition of sexual
activity only included activities conducted with a partner, rather than partnered and
unpartnered sexual activities (Carpenter et al., 2009; Thomas et al., 2015). This is
concerning due to the decreased likelihood of older women to seek a new partner after
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divorce or widowhood (Graf & Patrick, 2014). It is not clear if women leave middle-age
presuming that sexual activity “should” be partnered and maintain that mindset once they
become unpartnered or if scholars are simply failing to inquire about solo sexual activity.
Older Adults, Quality of Life, Sexual Health, and Sexual Satisfaction
There is a dearth of research examining the sexual health of older adults and much
of what is available focuses on the negative dimensions of sexual health such as sexual
dysfunction and sexual decline. As the aging population continues to increase
worldwide, there is a need to explore the positive dimensions of sexual health such as
sexual satisfaction and sexual activity. Examining the positive dimensions will increase
the understanding of potential protector factors that could be supported earlier in the
lifespan, thus prioritizing what is possible—a priority of the previously-referenced
quality of life theory—and expanding viewpoints on how sexual satisfaction may be
derived (Kleinstauber, 2017).
Sexual health has been found to not only improve psychological well-being (the
emotional well-being domain of the previously-described Quality of Life Supports
Model) due to increased pleasure, but indirectly improves physical and mental health
problems, which can lead to increased quality of life (Penhollow et al., 2009). A
common misconception of aging is that one’s sexual desire vanishes or is significantly
decreased (Elias & Ryan, 2011). Aging only affects sexual intensity and frequency as
well as the quality of sexual response, but sexual desire remains present. The presence of
desire also means that the ability to enjoy sexual expression and behavior remains
possible and is often preferred to no sexual activity (Bauer et al., 2016; Chao et al., 2011;
Elias & Ryan, 2011; Penhollow et al., 2009).
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Existing research on the sexual health of older adults is limited, but some findings
have shown that older adults who had high levels of sexual self-confidence were more
likely to engage in sexual intercourse and experience sexual satisfaction, which was
positively correlated with overall quality of life (Penhollow et al., 2009). Other findings
have shown that the frequency and importance of sexual behavior are each positively
correlated with quality of life regardless of one’s relationship status or current physical
health (Flynn & Gow, 2015). It has also been found that those who have an intimate
partner in older age enjoy higher degrees of quality of life (Onedera & Stickle, 2008).
Additionally, having optimistic views of sex, sexual desire, and a satisfactory physical
relationship are all positively correlated with the frequency of sexual behavior (Elias &
Ryan, 2011).
Quality of life is a concept commonly linked to psychological well-being and
includes a variety of components such as culture, values, social relationships, future
goals, sexual health, and expectations (Vanleerberghe et al., 2017; Yuen Loke, 2013).
Sexual health is not limited to sexual intercourse and includes sexual expression (e.g.,
thoughts, fantasies, beliefs, attitudes, roles), behaviors (e.g., handholding, kissing,
hugging, touching, masturbation), desire, and satisfaction (Flynn & Gow, 2015; Mercer,
2008; Penhollow et al., 2009; Yuen Loke, 2013). Sexual health is such a vital component
of quality of life that, in 2010, the World Health Organization stated that each person has
sexual rights that should be honored, safeguarded, and fulfilled (Lottes, 2013). Doing so
will lead to the attainment and maintenance of ideal sexual health (Buttaro et al., 2014).
Existing literature has found that both mental and physical health, rather than age,
effect sexual behavior and sexual function (Chao et al., 2011). Multimorbidity, the
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existence of multiple physical and/or mental health conditions (Salive, 2013), is
negatively associated with sexual health—specifically the dimensions of sexual
satisfaction and sexual function (Kleinstauber, 2017). This suggests that sexual
satisfaction is influenced more by health status rather than age. While there may be a
general assumption that as one ages, one loses interest in sexual behavior, research does
not consistently show that. The need for sexual behavior remains throughout the lifespan
and sexuality is a component of quality of life (Chao et al., 2011).
A Scottish study of 138 adults aged sixty-five to ninety-two (Mean age = 74, SD
= 7.1) explored correlations of quality of life and sexual behavior (Flynn & Gow, 2015).
The participants were community-dwelling, 53% male, 50% were living with a spouse or
partner, and 54% considered themselves to be in good health. Quality of life was
evaluated using the World Health Organization Quality of Life-Brief, a twenty-six-item
measure that uses a five-point Likert scale in which higher scores equate higher quality of
life. Sexual behavior was evaluated using the Sexual Behavior Frequency Scale, a sixitem measure that uses a five-point Likert scale in which higher scores equate increased
sexual behavior. Quality of life was found to be correlated with both frequency (r = .52,
p< .001) and importance (r = .47, p< .001) of sexual behavior (Flynn & Gow, 2015).
This is noteworthy as sexual behavior is a dimension of sexual health; thus, it is related to
sexual satisfaction. Although this study did not include a measure of sexual satisfaction,
this investigator would be surprised if the participants stating that they value sexual
behavior and engage in it regularly would do so if they did not also have higher levels of
sexual satisfaction and be benefiting from increased emotional well-being.
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A Chinese study of 283 middle-aged adults (aged 45 – 64, n = 147), older adults
(aged 65 -74, n = 33), and oldest adults (aged 75 and older, n = 103) found a relation
among sexual desire, sexual satisfaction, and quality of life (Chao et al., 2011). The
participants were predominantly male (n = 200), partnered (n = 179), and communitydwelling. The study evaluated sexual desire using the Chinese-language version of the
Sexual Desire Inventory, a fourteen-item multidimensional measure that examines
partnered and unpartnered sexual desire (Chao et al., 2011; Spector et al., 1996). It uses
an eight-point Likert scale with responses ranging from Less Desire or zero to More
Desire or eight in which higher scores equal higher sexual desire (Spector et al., 1996).
The study evaluated sexual satisfaction using the Chinese-language Sexual Satisfaction
Scale and quality of life using the World Health Organization Quality of Life-Taiwanese
version, to explore the relation between these three variables. Both use a five-point
Likert scale in which higher scores equal higher sexual satisfaction or quality of life
respectively (Chao et al., 2011).
The findings indicated that sexual desire had a direct effect on sexual satisfaction,
which contributed to sexual satisfaction having an indirect effect on quality of life (Chao
et al., 2011). A Pearson’s correlation coefficient between sexual desire and sexual
satisfaction was .37 (p< .001), meaning that as sexual desire increased so did sexual
satisfaction. Using a LISREL model to evaluate goodness-of-fit, it was found that sexual
desire influenced sexual satisfaction [.59 (t = 8.44, p< .001)] and sexual satisfaction then
influenced quality of life [.53 (t = 5.53, p< .001)]. This suggests that sexual desire
directly effects sexual satisfaction, and that sexual satisfaction directly affects quality of
life, but does not explain why. These findings are also an indication that affectional and
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sexual intimacy, in addition to emotional well-being, is valued and important components
given that all are integral to sexual desire and sexual satisfaction.
The 2003-2004 data collection of the Wisconsin Longitudinal Study (n = 6,279)
included an exploration of sexual activity, sexual satisfaction, and relationship
satisfaction among adults aged sixty-two to sixty-seven (DeLamater et al., 2008). The
participants were predominantly White, non-Hispanic Americans and are representative
of Wisconsin’s population in 1957. 87% of the sample were aged sixty-four or sixty-five
and 93% of the sample were married. The study evaluated sexual activity with one
investigator-developed question asking about the frequency of sexual activity in the last
twelve months. Responses were converted to times per month for statistical analysis.
Sexual satisfaction was evaluated using two items from the National Health and Social
Life Survey and scored using a five-point Likert scale in which higher scores indicated
increased sexual satisfaction. Relationship satisfaction was evaluated using the
respective six-item subscale of the National Survey of Families and Households and was
scored using a six-point Likert scale in which higher scores indicated increased
relationship satisfaction. Findings were that relationship satisfaction was significantly
related to sexual satisfaction (R2 = .109, p< .01) and sexual activity (R2 = .139, p< .01).
These findings are also an indication that affectional and sexual intimacy is valued and
important components for the participants rating both relationship and sexual satisfaction
high; therefore, emotional well-being is valued.
Quality of life was not specifically addressed in this study, but it is this
investigator’s perspective that quality of life scores would likely have been high among
the participants rating relationship satisfaction and sexual satisfaction high. These
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findings are an important contribution to aging research, but perspectives of diverse and
unpartnered individuals are important to capture. The sexual activity question was not
inclusive as it only asked about partnered sex (specifically through a heteronormative
lens) when it has been well established elsewhere that solo sex is also a legitimate sexual
activity. Both partnered and unpartnered sex promotes sexual intimacy and therefore
emotional well-being. Future research should include more diverse participants in order
to understand a broader range of viewpoints and address the needs of everyone.
Sexual Attractiveness, Middle-Aged Adults, and Older Adults
Sexual attractiveness is defined as a type of attraction encompassing the
perception of one’s ability to be desirable as a sexual partner and may include physical
attraction and other qualities (e.g., intelligence, status) one perceives as sexually desirable
to others (Amos & McCabe, 2015, 2016, 2017). Essentially, sexual attractiveness is
described as how sexually desirable one believes one is. This includes one’s selfperception and the perceived viewpoints of anyone one deems to be a current or potential
sexual partner. Sexual attractiveness is frequently discussed as solely physical
attractiveness in the existing literature despite scholars indicating these are separate,
although related, constructs. Sexual attractiveness is also referred to as just
“attractiveness,” but a closer inspection of such research indicates that the scholars in
question were asking participants about sexual attractiveness (Amos & McCabe, 2015).
For consistency, this dissertation will use the terms sexual attractiveness and selfperceived sexual attractiveness interchangeably.
Studies specifically exploring self-perceived sexual attractiveness are limited. A
quantitative study evaluating self-perceived sexual attractiveness was conducted in
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Australia, North America, and the United Kingdom on 2,893 participants who were men
and women aged eighteen to forty-five (Mean age = 23.41, SD = 5.21; Mean age = 22.79,
SD = 4.57 respectively) who identified as heterosexual, lesbian, gay, or bisexual (Amos
& McCabe, 2016). Sexual attractiveness was measured using the Self-Perceived Sexual
Attractiveness scale (SPSA), which is a six-item self-report scale using a seven-point
Likert scoring range in which higher scores equate higher self-perceived sexual attraction
(Amos & McCabe, 2015, 2016). Findings were that regardless of sexual orientation,
women reported higher self-perceived sexual attractiveness compared to men [F (1,
1,3170 = 60.53, p< .001, Cohen’s f = .15] and that heterosexual and bisexual men and
women reported higher self-perceived sexual attractiveness compared to gay men and
lesbian women [F (2, 1,317) = 13.37, p< .001, Cohen’s f = .10] (Amos & McCabe, 2016).
Although statistically significant, the effect sizes were small. The study authors admit
that although their findings contribute to the existing literature, they are not generalizable
across age or cultural groups as the sample did not include older adults and 83.7% of the
participants were White.
Findings on the self-perceived sexual attractiveness of middle-aged adults are
limited. A qualitative study, conducted in 2014-2015 in the United States, explored
sexual attractiveness, body image, and sexual satisfaction among women aged forty-five
to fifty-nine years old (M = 58, N = 39) (Thomas et al., 2019). The sample was 54%
White, 36% Black, predominantly heterosexual, and nearly half were either married or
cohabitating. Data were collected through individual interviews and focus groups based
on the preference of the participants and coded by two investigators using a thematic
approach in which high inter-rater reliability was obtained (Kappa = .84) (Landis &
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Koch, 1977; Thomas et al., 2019). The study found that for some women, feeling
sexually attractive motivated receptiveness to or the initiation of sexual activity while for
others it did not, as external validation of sexual attractiveness was deemed unnecessary.
Some women reported increased self-perceived sexual attractiveness after sexual activity
while others did not. Some women reported higher self-perceived sexual attractiveness
led to increased sexual satisfaction while others reported that self-perceived sexual
attractiveness was unimportant for sexual satisfaction, particularly for women in longterm relationships (Thomas et al., 2019). Women who reported higher self-perceived
sexual attractiveness also reported lower body dissatisfaction and increased sexual
satisfaction.
Overall, the findings indicated that sexual attractiveness is important to the sexual
satisfaction of middle-aged women and additional research is needed to fully understand
the “why’s” and “how’s” that may create solutions to improve sexual satisfaction of other
women. It is possible that for some women the concept of sexual attractiveness embraces
the same outlook that the Quality of Life Supports Model does, a focus on what is
“possible” rather than what is “unattainable.” Simply put, perhaps with age some
develop a mindset that sexual attractiveness is possible as one is and that is all that
matters. In addition to the small sample size and lack of generalizability, this study has
the following limitations: only women who had been sexually active in the prior twelve
months were included, racial and ethnic diversity was limited, and men were excluded
entirely as were older women.
How older adults perceive their sexual attractiveness does not appear to have been
explored in the existing literature. Although there is literature evaluating sexual
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attractiveness and younger adults (see Pujols et al., 2010; Woertman & van den Brink,
2012) it is the opinion of this investigator that younger adults are not a sufficient parallel
for older adults as the research on younger adults tends to focus on the link between
sexual attractiveness and media images or focuses exclusively on physical attractiveness.
As this investigator has observed—more media images are aimed at younger women
broadly—therefore, the results of such studies may be less relevant for the population to
be sampled for this study. It is also known that when older adults are portrayed in media
images it is as sexually unattractive (see Baker & Goggin, 1994; Wada et al., 2015), but
what remains unknown is if that is how older adults describe themselves. Based on what
we know of the limited literature on sexual attractiveness and middle-aged adults, it is the
opinion of this investigator that sexual attractiveness may be more important to older
adults than we are aware. Sexual attractiveness is relevant to sexual health, specifically
the dimensions of sexual activity and sexual satisfaction; therefore, is linked to sexual
intimacy and to the previously-referenced emotional well-being domain of quality of life.
If middle-aged and older adults are to maintain increased levels of quality of life,
including sexual health, then exploring their thoughts surrounding perceived sexual
attractiveness could uncover opportunities to address negative viewpoints or explore
protective factors—particularly for those whom the previously-described resilient aging
theory applies— contributing to positive viewpoints.
Body Image, Middle-Aged Adults, and Older Adults
Body image is a complex construct that includes cognitive and affective
components, in addition to the perception that the shape or size of one’s body is
unsatisfactory (e.g., hips too wide) (Garner et al., 1983; Tiggemann & Lynch, 2001).
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This definition of body image may be more applicable in current Western societies,
specifically the United States, where it can be observed in popular culture that “thinness”
or “toned,” particularly for women and men respectively, is now the acceptable standard
(Tiggemann & Lynch, 2001; Ziebland et al., 2002).
Although body image studies that include middle-aged and older adults are
limited, an Australian study was found (Tiggemann & Lynch, 2001). It was a
quantitative study that examined body image and self-objectification in adult women
across the lifespan. A convenience sample of 322 women aged twenty to eighty-four
(Mean age = 45.02, SD = 16.62) were surveyed during a three-week timeframe in 1999.
The sample were mostly married or partnered (60.9%) and were well distributed across
age decades (range n = 32 to n = 81). It is unclear how diverse the sample may have been
across race or ethnicity as such data was not described.
Body dissatisfaction was evaluated using the Figure Rating Scale, which presents
nine silhouette images ranging from thin to fat and arbitrarily numbered from ten to
ninety (Tiggemann & Lynch, 2001). Participants are asked to select the number of the
silhouette that best represents their current figure and the one that best represents their
ideal figure. The discrepancy between the current and ideal figure ratings indicates the
degree of body dissatisfaction.
Participant ratings were analyzed with paired t tests, which found that regardless
of age, women rated their ideal figure (M = 36.6) to be smaller than their current figure
[M = 46.5, t(316) = 19.99, p< .001] (Tiggemann & Lynch, 2001). Findings also showed
that as women aged the mean self-perceived current figure ratings and mean ideal figure
ratings increased. Essentially as women aged both their self-perceived current figure and
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ideal figure increased, although the ideal figure rating remained smaller than the
perceived current figure rating. Regarding middle-aged and older adult women, the
largest mean increases were observed between the forties (current figure rating M =
45.84, ideal figure rating M = 35.95) and fifties (current figure rating M = 47.79, ideal
figure rating M = 38.05) as well as the sixties (current figure rating M = 47.93, ideal
figure rating M = 38.95) and seventies (current figure rating M = 51.81, ideal figure
rating M = 40.50).
Body dissatisfaction was also evaluated using the thirty-five item Body Esteem
Scale which uses a five-point Likert scale for responses ranging from Have strong
negative feelings or one to Have strong positive feelings or five (Tiggemann & Lynch,
2001). Higher scores indicate higher positive body esteem. There were no significant
correlations between age and body esteem [r(304) = .04, p> .05]. Overall, the study
authors state that the findings were that body dissatisfaction remains stable throughout
the lifespan. This investigator is unsure if the study design was the best to reach that
conclusion. Perhaps a longitudinal study with a more diverse, gender-balanced sample
would provide further insight as to how body image does or does not change across the
lifespan rather than the seemingly nondiverse, single gender cross-sectional study
described above. A longitudinal study might allow for greater opportunity to explore
what is occurring during specific developmental stages and/or how resilient aging may
explain how body image does or does not change throughout the lifespan.
A qualitative study conducted in 1999-2000 in the United Kingdom, examined
body image and weight change in middle-aged adults (Ziebland et al., 2002). The sample
included seventy-two men and women, aged thirty-five to fifty-five, and were recruited

44

by their general practitioners at two health centers. No other demographic data was
provided regarding the participants, and it is unclear if such data was not collected or
merely omitted from publication. Using a semi-structured interview, body image was
evaluated by examining body shape preferences. Participants were shown a series of
eight arbitrarily numbered body shapes ranging from thin to obese, representing their
gender identity, and asked to select the body shape closest to their current body shape and
their ideal body shape. All the men and women chose body shapes that represented thin
or moderately overweight body shapes as their current body shape and chose body shapes
that represented thin body shapes as their ideal. The study authors did not describe how
the body shape images were derived or indicate that the images were part of a previouslyvalidated measure. The study authors also did not describe how it was determined what
body shape each image represented. The inclusion of men in this study is an indication
that body image may be just as relevant to them as it is to women, and more research on
this subject needs to include them. As this study only included middle-aged adults, it is
difficult to infer what these findings mean from a lifespan developmental perspective.
An Israeli study, conducted in 2009, examined body image, sexuality, and old age
(Shkolnik & Iecovich, 2013). 200 participants aged sixty-one to ninety-four (Mean age =
73.1, SD = 6.65) were recruited from senior clubs, housing centers, and snowball
sampling. The sample was gender-balanced with ninety-one men and 109 women and
were mostly married (92.5%).
Body image was evaluated using a modified Gray’s questionnaire, which is
twelve items and scored with a five-point Likert scale (Shkolnik & Iecovich, 2013).
Response options range from Definitely true or one to Definitely not true or five in which
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higher scores equate higher positive body image. The body image scores ranged from 1
to 4.80 (M = 3.29, SD = 0.78) and overall indicated a moderate level of positive body
image.
Sexual satisfaction was evaluated using the Hudson Index of Sexual Satisfaction,
a twenty-five-item measure scored with a five-point Likert scale (Shkolnik & Iecovich,
2013). Response options range from Never or one to Always or five in which higher
scores equate higher sexual satisfaction. Sexual satisfaction scores ranged from one to
five (M = 4.25, SD = 1.26) and overall indicated a moderate level of sexual satisfaction.
Body image was found to be positively correlated with sexual satisfaction (r = .20, p<
.01).
In terms of body image and the links to sexual health, the existing literature is
heavily focused on younger women or sexual functioning. More research on the
perspectives of middle-aged and older women and men, beyond sexual functioning, is
needed. It is also noteworthy that the above-referenced studies had participants samples
that were largely married. Neither study evaluated relationship satisfaction, but it is
probable that plays role in one’s perceived body image. Further research examining body
image, relationship satisfaction, and sexual satisfaction may uncover opportunities for
intervention or protective factors that could be supported; thus, increasing quality of life.
As it is known that sexual health is a component of quality of life, and we know that body
image and sexual attractiveness are linked, it is plausible that body image will also be
linked to quality of life.
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LGBT Identity, Middle-Aged Adults, and Older Adults
While it is well known that the dominating sexual orientation in the United States
is heterosexual, it can be observed that the rate of those who identify as lesbian or gay has
increased partly due to improvements in social acceptance and legislative changes that
expand access to opportunities to participate in societal norms (e.g., marriage, adoption);
therefore, allowing one to feel safe being oneself. Among older adults specifically, there
has been an increase among those identifying as lesbian, gay, or bisexual due to both
increased social acceptance and population growth (Hinrichs & Christie, 2019). It is
estimated that one-to-three million adults aged sixty-five or older in the United States
identifies as lesbian, gay, or bisexual with projections that by 2030 this population will
grow to two-to-six million (Fredriksen-Goldsen & Muraco, 2010). Those who identify as
lesbian specifically are expected to have a much longer life span compared to those who
identify as gay males (Fredriksen-Goldsen & Muraco, 2010).
Accurate population estimates of those who identify as transgender are presumed
non-existent due to individuals declining to disclose their gender or population studies
excluding them entirely. Of the limited data that is available, it is estimated that 0.3% to
0.5% of adults in the United States identify as transgender and it is estimated that
700,000 are older adults who identify as transgender (Fredriksen-Goldsen et al., 2014). It
is presumed that the number of older adults who identify as transgender will continue to
increase similarly to the rate of all other older adults in the United States.
Unfortunately, persons who identify as LGBT may find end-of-life planning
difficult or prefer to avoid it due to the lack of legal protections to ensure their right to be
who they are or anticipated challenges ensuring that existing laws are enforced. For
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example, only a handful of states (e.g., California, New Jersey) legally protect the right to
have one’s gender identity on one’s death certificate while all others use the assigned sex
from birth (Henry et al., 2020). Only twenty-one states prohibit housing discrimination,
which includes senior communities and nursing homes, based on gender identity and
sexual orientation.
In the absence of discrimination, receiving end-of-life care in a nursing home is
consistently described by older adults who identify as LGBT as undesirable due to the
heteronormative environments (Maingi et al., 2018; McParland & Camic, 2016). LGBT
individuals face additional challenges affording long-term or residential care due to
systemic barriers accessing and sustaining employment, inconsistent access to health
insurance (Henry et al., 2020; Hinrichs & Christie, 2019; McParland & Camic, 2016).
Specifically, older adult women and transgender women who identify as lesbian have
fewer financial resources and therefore less access to healthcare and stable housing
(Witten, 2015). It is known that employment discrimination increases the likelihood of
unstable or intermittent employment, which leads to inconsistent access to healthcare and
the financial means to cover supplemental costs (e.g., copays, uncovered services). The
probability of employment discrimination is increased if lesbian, gay, or bisexual
individuals also identify as a racial or ethnic minority and/or as physically disabled has
been thoroughly described elsewhere. Barriers to housing and employment are
disruptions to the young adulthood, achieving, and/or responsible stages that are unlikely
to be overcome in old age.
Research exploring sexual satisfaction among the LGBT community is limited,
however, a qualitative study of sixteen heterosexual and sixteen lesbian relationships
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conducted from 2012-2015, in Massachusetts, examined sexual satisfaction and marriage
quality (Paine et al., 2019). Participants were legally married for at least seven years,
aged forty to sixty, predominantly White, and had a moderate to high socioeconomic
status. Participants were recruited through the Massachusetts Registry of Vital Statistics
mailing list, snowball sampling procedures, and local newspaper advertisements.
Participants were interviewed individually regarding health behaviors, stress, relationship
history, illness, sex, sexuality, and sexual health. Sex was not defined by the
investigators but was instead up to the interpretation of the participants.
Interviews were analyzed using deductive and inductive approaches (Paine et al.,
2019). The deductive approach was guided by the existing literature with the aim of
addressing gaps in the literature. The inductive approach coded responses using a
thematic approach using standard qualitative analysis methods. Overall findings were
that the participants viewed their sex lives as dynamic and were expected to change in
response to life events. Three key themes emerged and included: health-related life
events of either partner in the relationship decreased sexual activity, partners understood
changes to sexual activity through gendered sexual norms which caused distress if
gendered expectations were unfulfilled, and partners made efforts to improve sexual
activity as a response to distress attributed to unfulfilled gendered sexual norms.
Three subthemes emerged and included: health created embodied change and
relational difficulties, aging led to reduced sex drive, and care giving presented
considerable time constraints (Paine et al., 2019). Care giving was further described as a
barrier to sexual activity and sexual satisfaction due to the lack of privacy, time devoted
to caregiving tasks, and the exhaustion resultant from care giving; thus, decreasing
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engagement in all of the eight spheres of intimacy and reducing emotional well-being.
These complaints were consistent whether the participants were caring for children or
aging parents. It should be noted that the only participants caring for aging parents
identified as lesbian and described caring for the parents of each partner. It is well
known and can be frequently observed that women are tasked with the burden of care
giving. It is plausible that this gendered norm may be more detrimental to the sexual
health of lesbian relationships compared to other relationships.
A quantitative study of older adults who identified as LGBTQ from the United
States and Canada was conducted in 2015 to examine potential correlates and predictors
of sexual satisfaction (Fleishman et al., 2019). Participants were recruited using
purposive, non-random methods which included: online posts to LGBTQ websites and
social media, flyers distributed at LGBTQ events and community groups, and snowball
sampling. Participants were aged sixty to seventy-five (N = 265), predominantly White
(92%), primarily held graduate degrees (60%), were from the United States (n = 230) and
were mostly monogamous (74%). Participants described their gender as female (n =
125), male (n = 107), or transgender (n = 3). 54% of participants were in female samesex relationships and 46% of participants were in male same-sex relationships.
Sexual satisfaction was evaluated using the twenty-five-item self-report Index of
Sexual Satisfaction (see Hudson et al., 1981) (Fleishman et al., 2019). Responses are
scored using a five-point Likert scale ranging from Rarely or one to Most of the time or
five in which higher scores equate increased sexual satisfaction. Participants were asked
two additional investigator-developed questions regarding satisfaction with their current
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sexual relationship and how overall satisfied they were with their sex life in the last
month. Responses were scored using the above-referenced five-point Likert scale.
Relationship satisfaction was evaluated using the four-item self-report Couples’
Satisfaction Index (see Funk & Rogge, 2007). Responses are scored using a five-point
Likert scale ranging from Not at all true or one to Completely true or five in which higher
scores equate increased relationship satisfaction (Fleishman et al., 2019). Findings were
that sexual satisfaction was positively and significantly related to relationship satisfaction
(r = .31, p< .01); therefore, indicating increased sexual intimacy and emotional wellbeing.
There is a dearth of research on persons who identify as LGBT broadly, but the
gap is noticeably wider for those who are older adults and/or identify as transgender.
More research is needed to understand the needs of this subgroup of aging broadly, but
also specific to quality of life needs, such as sexual health. More research is also needed
on the end of life concerns and planning behaviors of this subgroup, and it has been
suggested by scholars that more immediate concerns (e.g., physical safety) may be more
pressing and supersede aging-related concerns (Henry et al., 2020); thus, further
postponing end-of-life planning.
Relationship Satisfaction, Middle-Aged Adults, and Older Adults
Middle adulthood with its many roles appears to be either the best of times or the
worst of times dependent upon how one balances existing roles and manages stress.
Existing literature describes middle adulthood as the time when romantic relationships
are deemed the least satisfying (Bookwala, 2012). There are a number of explanations
cited for decreased relationship satisfaction, including: child-rearing, role inequities (e.g.,
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working vs stay-at-home), care giving responsibilities, or adult children returning home.
It is also plausible, as this investigator has observed anecdotally, that increased financial
responsibilities or pressure contribute to decreased relationship satisfaction as partners try
to address needs with potentially different views on how money should be used. On the
other hand, middle-age can be a time when relationship satisfaction is higher, particularly
for partners whose children have left home. The “empty nest” increases opportunities to
further develop emotional intimacy, which in turn increases relationship satisfaction. The
“empty nest” or the absence of pregnancy concerns (for heterosexual relationships) may
also contribute to both increased sexual activity and sexual satisfaction (Burgess, 2004);
thus, increasing sexual intimacy and emotional well-being.
Across middle adulthood and old age, scholars have found that when sexual
satisfaction decreases so, too, does relationship satisfaction and emotional well-being—
regardless of gender or sexual orientation. However, scholars also find that increased
sexual activity is related to higher sexual satisfaction and thus, higher relationship
satisfaction across middle-age and older partners—regardless of gender or sexual
orientation. Partners in married relationships have also been found to state that both
increased sexual and relationship satisfaction equate stronger marriages (Bookwala,
2012), an indication of increased emotional well-being. While existing literature does not
specify what constitutes increased sexual activity, this investigator presumes there will be
wide variation across relationships. It is also frequently documented in the literature that
sexual activity declines due to age, but it is important to consider that sexual activity is
consistently defined through a partnered lens. It is this investigators perspective that if
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scholars began asking about solo and partnered sexual activity, we might observe that
sexual activity does not decline as much as is currently presumed.
Using data from Midlife in the United States (MIDUS) Study (N = 6,278, Mean
age = 46.6), scholars have found that an inverse relation is not consistently found among
age and sexual quality of life (Forbes et al., 2017). The MIDUS is a longitudinal study of
a nationally representative sample of United States adults in the mid-1990s. Additional
findings were that as one ages sexual quality of life may remain higher as age appears to
increase one’s sexual knowledge regarding age-related declines in sexuality. For
heterosexual relationships, the reduced concern of pregnancy may also increase interest
in sexual experimentation (Burgess, 2004). This indicates that the quality of sexual
behavior and activity is prioritized over quantity. If one is also in a positive relationship,
sexual quality of life is also likely higher regardless of one’s age (Forbes et al., 2017).
Late adulthood may include fewer roles as older adults tend to be more selective
about how they choose to spend their time, which is expected per the reorganizational
stage. However, while some older adults experience increased relationship satisfaction
due to spending more time together generating more emotional and physical intimacy,
others experience a decrease in relationship satisfaction due to disagreements about
leisure or retirement (Bookwala, 2012).
The quantitative Successful Aging Evaluation study evaluated sexual health
among community-dwelling adults (N = 606), aged fifty to ninety-nine (Mean age = 75.2)
and were in established relationships (Wang et al., 2015). Participants were
representative of the demographics of San Diego County, CA and primarily White
(77.4%). Sexual health was evaluated using the Quality of Sexual Life Questionnaire, a
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seven-item self-report multidimensional measure that examines activity, desire,
satisfaction, and dysfunction. A five-point Likert scale with response options ranging
from Never or one to Always or five in which higher scores equate higher sexual quality
of life. Findings were that 41% of men and 36% of women were very satisfied with their
sexual quality of life. Older age was positively related to decreased sexual activity and
desire in addition to the decreased likelihood of discussing sex with a partner—indicating
a lack of emotional intimacy. Age was not found to be related to sexual satisfaction.
A quantitative secondary analysis study of 9,164 older adults (Mean age = 56.1,
SD = 5.6) evaluated sexual frequency, sexual satisfaction, and relationship satisfaction in
2006(Gillespie, 2017). Participants were men or women in an established relationship
solicited through the NBC News portal. Sexual satisfaction was evaluated using a global
item inquiring about how satisfied one was with one’s sex life. The global item was
scored using a seven-point Likert scale with response options ranging from Very
dissatisfied or one to Very satisfied or seven in which higher scores equate higher sexual
satisfaction. Sexual frequency was evaluated using an investigator-developed item
inquiring about how often one engaged in sex with one’s partner and responses were
coded to reflect times per month. Relationship satisfaction was evaluated using an
investigator-developed item asking participants to state how happy they were with their
partner. The item was scored using a four-point Likert scale with response options
ranging from Strongly disagree or one to Strongly agree or four in which higher scores
equate increased relationship satisfaction.
The findings were that 85% of the participants stated that they strongly agreed
that an exciting sex life was important (Gillespie, 2017). However, 55.1% of participants

54

reported having infrequent sex and 54% reported having unsatisfactory sex. These
findings highlight disconnect between what is desired by older adults and what is actually
occurring. The study authors found that there were no significant differences among
partners who had children living at home, length of relationship, or married versus
cohabitating. It is unclear what is contributing to this disconnect and how aging experts
might begin to develop interventions or observe protective factors from earlier in the
lifespan that may change this outcome.
Conclusion
What we know from the existing literature is that both middle-aged and older
adults value sex and intimacy but experience different challenges in prioritizing and
enjoying all of the dimensions of sexual health—it is also unclear to what extent sexual
health is being protected at end-of-life. The use of a mixed method approach that
includes quantitative and qualitative data collection may better evaluate sexual health
among middle-aged and older adults, particularly regarding end-of-life planning. The
lack of research on sexuality broadly in the United States, but especially among diverse
groups (e.g., LGBT, race, ethnicity) is an indication that scholars need to put forth more
effort to increase inclusion within research so that the needs of everyone are
acknowledged and addressed—of immense importance at end of life. More research on
middle adulthood is needed to evaluate options to reduce the stressors occurring due to
the sheer number of roles one must adopt. This may be especially important for those
from marginalized groups who experience a stacking of the young adulthood, achieving,
and/or responsible stages due to systemic barriers yet still have the option of resilient
aging.
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Existing literature consistently links sexual satisfaction and sexual activity, both
dimensions of sexual health, which may imply that research exploring only one of the
two will be somewhat limited. It is also evident that relationship satisfaction plays a key
role in both quality of life and sexual satisfaction, but it is also known that sex within a
relationship is no longer the only option. Sexual activity is routinely explored as a
partnered activity, when by definition it is more expansive than that. Given that women
are more likely to spend their oldest years unpartnered it is unfortunate that solo sex is
not explored as a potential option to maintain or improve sexual health; therefore,
improving quality of life. Less is also known about the role of sexual attractiveness and
body image among middle-aged and older adults in terms of sex and intimacy.
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METHOD
Research Design
To examine if the relation between quality of life and sexual satisfaction
determines whether middle-aged or older adults incorporate or are willing to incorporate
sexual health within their formal or informal end-of-life plan, an exploratory quantitative
study was conducted. Data were acquired with an online cross-sectional survey.
REDCap, which is comparable to Qualtrics or SurveyMonkey, was used to develop,
manage, and administer the survey online. REDCap is a sophisticated web application,
created by Vanderbilt University, which allows scholars to build and manage online
surveys and databases in a secure HIPAA-compliant environment. It is entirely webbased, requires no additional software, and can export data to widely used statistical
software programs (e.g., SPSS, R, Excel). REDCap is user-friendly and although no
specific expertise is required for use, Vanderbilt University has made a training video
series freely available online (Harris et al., 2009, 2019). This investigator chose to use
REDCap for this study as this investigator had access to it courtesy of the University of
Louisville.
The survey included both previously validated quantitative instruments and
investigator-developed quantitative questions. Data from the completed surveys were
analyzed and used to address the primary research questions, test the hypotheses, and
examine the moderators. Due to adequate sample size and descriptive data, exploratory
post hoc moderation analyses of additional variables were conducted.
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Participants and Sampling
Participants were aged forty-five-years and older, English-literate (e.g., able to
read in English), resided in the United States, were community-dwelling (e.g., private
residence, independent living), and had completed a formal or informal end-of-life plan.
To solicit participants that met the above-referenced inclusion criteria and increase the
diversity of the sample, a nonrandom purposive sampling procedure was used.
Participants were uncompensated for their time and effort contributed to this study at the
preference of this investigator. Participants were asked to spend approximately seventyfive minutes completing the study, to choose a time that was convenient to them, and not
to forgo any of their usual responsibilities. Participants were not required to incur
material or travel costs as the study was conducted on the internet-connected device (e.g.,
smartphone, computer) of their choosing in whatever location (e.g., home, café) they
preferred. To confirm that interested participants met the study inclusion criteria,
investigator-developed pre-screening questions (see Appendix C) were administered after
the study description and prior to the consent process.
Recruitment efforts were conducted from August 2021 through November 2021
and included the following pre-existing participant databases and community groups:


Healthier Black Elders Center Participant Resource Pool (HBEC-PRP)



ResearchMatch



Jewish Community of Louisville



Louisville LGBT Film Festival Inc



AARP KY



Kinsey Institute
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APADivision 20 Gender, Sexuality, and Aging SIG



American Geriatric Association
The HBEC-PRP is a research registry of African American adults, aged fifty-five

and older, who are willing to participate in research (MCUAAAR, 2020). The HBECPRP has been previously used by scholars whose studies were aimed at or designed to
include African American older adults (see Chadiha et al., 2011; Hall et al., 2016). It is
managed by the Institute of Gerontology at Wayne State University and is free to access
by investigators whose projects meet specific criteria (e.g., confidentiality, contribution to
the literature, feasibility) designated by the HBEC Community Advisory Board.
Investigators are required to provide proof of Institutional Review Board (IRB) approval
for the study in question, a Letter of Intent, a PRP application, and a CV via email to the
HBEC (MCUAAAR, 2020). Completed application packets are reviewed by the HBEC
Community Advisory Board and investigators receive a decision within two weeks
regarding access to the HBEC-PRP (MCUAAAR, 2020).
Although this investigator successfully obtained access to the HBEC-PRP and
sent the study recruitment email toone hundred potential participants, it proved an
inefficient data collection resource. HBEC coordinator, Ms. Rorai, revealed via email,
that minimal efforts are made to obtain the email addresses of potential participants and
successful investigators first snail mail recruitment materials and then collect data in
person or by telephone. She also stated that their staff provides contact information for
only fifty potential participants at a time with the presumption that investigators will send
multiple recruitment invitations. This investigator had to request special permission to be
granted a second list of potential participants using the justification that recruitment was
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conducted exclusively through email and only two invitations would be sent. Survey
participation was extremely low at only nine participants; therefore, this recruitment
strategy was abandoned. The absence of potential participants from this database
contributed to the lack of diversity in the study.
ResearchMatch is a participant database and feasibility analysis tool created by
colleges and universities across the United States to better connect investigators of
health-related research to potential participants. ResearchMatch has been used by
approximately 8,800 investigators for approximately 800 studies, resulting in
approximately 500 publications as of September 4, 2020 (see Johnson et al., 2020;
Palmer et al., 2014; Taylor et al., 2020; Seaman et al., 2016). ResearchMatch is free to
access by investigators with a valid email address from a participating academic
institution and an IRB approved study. Investigators request study recruitment access to
ResearchMatch through their Institutional Liaison by completing the designated form and
submitting proof of IRB approval. Should access be granted, investigators are able to
begin study recruitment by contacting potential participants directly through
ResearchMatch. Investigators can contact up to 1,500 potential participants per day and
searches can be saved within ResearchMatch for follow-up purposes (ResearchMatch,
2020).
This investigator was granted access to ResearchMatch and extended recruitment
efforts to all potential participants who met the above-described inclusion criteria, a total
of 45,350. Although painfully slow at first, this resource proved to be the only one
needed for study recruitment from a number’s standpoint but not from a diversity
standpoint. 636 participants from ResearchMatch contributed to this study.
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The Jewish Community of Louisville, Louisville LGBT Film Festival Inc, and
AARP KY are local organizations that maintain databases of their respective community
members and interested parties. The investigator had previously attended several events
hosted by these groups and had observed that the attendees were student-supportive,
diverse, and generally within the age range to be sampled for this study. This
investigator emailed the coordinators of these groups to describe the study and inquire
about their interest in forwarding an email with relevant details (e.g., study description,
consent) to their databases for study recruitment purposes. The Jewish Community of
Louisville declined citing understaffing, Louisville LGBT Film Festival Inc never
responded, and AARP KY declined citing agency policies do not allow any branch of the
AARP to assist external investigators. The absence of potential participants from these
groups contributed to the lack of diversity in the study.
The Kinsey Institute, the APA Division 20 Gender, Sexuality, and Aging SIG, and
the American Geriatric Association are professional organizations that support the
interests of older adults and/or aging and sexuality concerns. Apart from the Kinsey
Institute, these associations were part of this investigator’s professional network. This
investigator emailed the coordinators of these organizations to describe the study and
inquire about their interest in forwarding an email with relevant details (e.g., study
description, consent) to their members for study recruitment purposes. The Kinsey
Institute posted the recruitment invitation on their Twitter page. The APA Division 20
Gender, Sexuality, and Aging SIG emailed the recruitment invitation to their members.
The American Geriatric Association allowed this investigator to post the recruitment
invitation on their member discussion forum. Collectively, survey participation from
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these organizations was extremely low and generated only eight participants. Sixteen
participants were from other sources (e.g., word of mouth) and seventy-three participants
did not state how they learned of this study.
Instruments
The primary research questions and hypotheses required an examination of eleven
predictor variables including four control variables (i.e., general stress, sleep, depression,
anxiety), two independent variables (i.e., quality of life, sexual satisfaction), and five
moderators (i.e., age, LGBT identity, sexual attractiveness, body image, relationship
satisfaction). While the potential variables that may moderate the relation between
quality of life and sexual satisfaction may be endless, a selection was chosen based on the
available literature and investigator interests. When possible, data for these variables was
collected using pre-existing instruments described below. Moderator variables that
describe participant’s age and LGBT identity were collected using investigator-developed
questions (see Appendix C).
The primary research questions and hypotheses also required an examination of
two outcome variables (i.e., sexual health in end-of-life plan, willingness to include
sexual health in end-of-life plan). The outcome variables, one binary and the other
continuous, were assessed using investigator-developed questions (see Appendix C). The
remaining nine predictor variables were evaluated using previously validated instruments
described below.
Four predictor variables (i.e., general stress, sleep, depression, anxiety) also
served as control variables to reduce bias in the analysis. Data were collected during dual
global pandemics (i.e., COVID-19, Black Lives Matter) thus, it cannot be known if the
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decision to participate in this study and/or responses to the survey questions were
compromised due to the pandemics, a preexisting concern, or for an unknown reason.
The chosen control variables were meant to provide data that may explain observed
trends in quality of life and/or sexual satisfaction scores.
Perceived Stress Scale-10
General stress (e.g., work-related, personal) is a construct that is defined as a
mind-body response to environmental stimuli. It is known to impact one’s cognitive,
physiological, and behavioral systems when elevated and may be perceived positively or
negatively dependent upon the individual (Smith et al., 2014). For the purposes of this
study, general stress was evaluated using the Perceived Stress Scale-10 (PSS-10; see
Appendix C), a widely used, ten-item self-report scale to evaluate one’s perceived stress
level over the past month (Cohen, 1988; Smith et al., 2014). This investigator chose the
PSS-10 to examine general stress due to it being freely available, required no
modification for adaptation to the study population or online administration, and it was
estimated that participants would need approximately five minutes for completion.
The PSS-10 was derived from its predecessor, the fourteen-item Perceived Stress
Scale (PSS) a unidimensional instrument of general stress. The PSS-10, like its
predecessor, is scored in which negatively worded items are reverse scored and then all
items are scored using a five-point Likert scale with response options ranging from never
or zero to very often or four (see Appendix C). All items are summed to produce a total
score in which higher scores indicate a higher level of perceived stress. Although the
PSS was found to be reliable and valid, its authors chose to endorse the shorter PSS-10
(Smith et al., 2014). A principle components method with varimax rotation, a type of
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factor analysis, of the PSS revealed that the ten items that later became the PSS-10 all
loaded positively onto one factor. This resulted in the improvement of the total explained
variance (14.5%) and internal consistency reliability (Cronbach’s alpha = .78) (Cohen,
1988). Construct validity was evaluated by comparing PSS-10 scores to scores on
comparable instruments of stress (e.g., Job Responsibilities Scale, r = .14, p< .0001),
health (e.g., Psychosomatic Index, r = .27, p< .0001), life satisfaction (e.g., Life
Satisfaction Scale, r = .47, p< .0001), health service utilization (e.g., Health Services
Utilization Scale, r = .21, p< .0001), and help-seeking behavior (r = .44, p< .0001). The
study authors declined to describe or properly cite the comparison instruments and
declined to name the instrument used to evaluate help-seeking behavior. A review of the
reference list left this investigator uncertain of which sources may have been used for any
of the comparison instruments. As most of the instruments have generic names an
internet search created far too many possibilities than were reasonable to evaluate.
The PSS-10 was normed on the same sample as its predecessor. The sample were
derived using a geographic-area probability distribution so that the sample was stratified
and random based on region (e.g., Midwest) and community size (e.g., rural). Random
digit dialing was used to solicit potentially eligible participants. Participants were
English-speaking adults aged eighteen or older in the United States (N = 2,387, Mean age
= 42.8, SD = 17.2), included men and women (n = 960 and n = 1,427 respectively), were
predominantly non-Hispanic White (86.5%), and most were married or cohabitating (n =
1,399) (Cohen, 1988).
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Insomnia Severity Index
Sleep was evaluated as a multidimensional construct (i.e., sleep onset, sleep
maintenance, early morning awakening, sleep dissatisfaction, interference with daytime
functioning, others noticing sleep problems, distress due to sleep difficulties) using the
Insomnia Severity Index (ISI; see Appendix C) a seven-item self-report instrument of
one’s perceived burden, type, and severity of insomnia during the last two weeks. The
ISI is scored in which all items are scored using a five-point Likert scale with scores
ranging from no problem or zero to very severe problem or four and as none are
negatively worded, no items are reverse scored (see Appendix C). All items are summed
to produce a total score in which higher scores indicate higher perceived insomnia (Morin
et al., 2011).
Data from two validation studies conducted in Canada examined the reliability
(i.e., internal consistency, item-total correlation) and validity (i.e., concurrent validity) of
the ISI. The first validation study consisted of 145 clinical patients at an outpatient sleep
center, who ranged in age from seventeen to eighty-two (M = 41.4, SD = 13.1). The
participants had, on average, experienced insomnia for ten years (SD = 11.6) with
symptom onset at approximately 31.5 years old (SD = 15.9). Internal consistency
reliability was evaluated using Cronbach’s alpha and was statistically significant at .74.
The item-total correlations ranged from .36 to .67 (M = .54). Concurrent validity was
evaluated by comparing the ISI to a sleep diary with comparable dimensions (i.e., sleep
onset latency, wake after sleep onset, early morning awakening) and a sleep efficiency
variable. The Pearson correlation coefficients were all statistically significant at p< .01
between the ISI and sleep diary .38 (sleep onset latency), .35 (wake after sleep onset),
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and .35 (early morning awakening). The Pearson correlation coefficient of the ISI total
score and sleep efficiency variable (r = -.19) was also statistically significant at p< .01.
The ISI was found to discriminate appropriately between clinical groups (e.g., psychophysiological, psychiatric, idiopathic, substance abuse, chronic pain) (Bastien et al.,
2001).
The second validation study consisted of seventy-eight adult patients experiencing
late-life insomnia, who ranged in age from fifty-five to eighty-four (M = 65, SD = 6.7).
Internal consistency reliability was evaluated using Cronbach’s alpha and item-total
correlations (i.e., pre, post, follow-up). Cronbach’s alpha remained stable from baseline
to follow-up at .76 and .78 respectively; both are statistically significant. The item-total
correlations ranged from .32 to .71 (M = .56) at pre-treatment, .58 to .79 (M = .69) at
post-treatment, and .46 to .90 (M = .72) at follow-up. Concurrent validity was evaluated
by comparing the ISI to a sleep diary with comparable dimensions (i.e., sleep onset
latency, wake after sleep onset, early morning awakening) and a sleep efficiency variable.
The Pearson correlation coefficients were all statistically significant at p< .05 between
the ISI and sleep diary and ranged from .32 to .55 at baseline and .50 to .91 at posttreatment. The Pearson correlation coefficient of the ISI total score and sleep efficiency
variable ranged from .07 to .45 at pre-treatment and .23 to .45 at post-treatment with most
coefficients found not statistically significant at p< .05 (Bastien et al., 2001).
The investigator chose the ISI to examine sleep due to it being freely available
and required no modification for adaptation to the study population or online
administration. It was estimated that participants would need approximately four minutes
for completion.
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Patient Health Questionnaire-8
Depression, a mood disorder that generates ongoing feelings of sadness and
disinterest, was evaluated using the Patient Health Questionnaire-8 (PHQ-8; see
Appendix C). The PHQ-8 is an eight-item self-report instrument that addresses eight of
nine criteria for depressive disorders in the Diagnostic and Statistical Manual of Mental
Disorders IV (DSM-IV) (Kroenke et al., 2009). The ninth criterion asks about self-harm
and suicidal ideation and was excluded due to such thoughts being rare in the general
community (Kroenke et al., 2009). Individuals are asked to consider their experiences
over the past two weeks when completing the items. The PHQ-8 is scored using a fourpoint Likert scale which includes response options ranging from not at all or zero to
nearly every day or three and as no reverse scoring as no items are negatively worded
(see Appendix C). Individuals meeting five or more of the eight criteria are considered
clinically depressed (Wells et al., 2013). Scores are calculated by obtaining the sum of
all responses and have a possible range of zero to twenty-four, with higher scores
indicating greater perceived depression (Kroenke et al., 2009; Razykov et al., 2012;
Wells et al., 2013). The PHQ-8 was normed on a clinical sample of 3,000 adult patients
in primary care clinics within the United States (Spitzer et al., 1999). It has 100%
specificity (meaning it correctly identifies those who are clinically depressed as such) and
93.7% sensitivity (meaning it correctly identifies those who are not clinically depressed
as such) (Wells et al., 2013).
Internal consistency reliability was evaluated using Cronbach’s alpha and found
to be statistically significant at .88 (Lowe et al., 2004). Inter-rater reliability was found to
have a kappa’s range of .64 to .81 (Persoons et al., 2003). Criterion validity of the PHQ-8
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has been demonstrated by its consistency with interview findings of mental health
professionals. The PHQ-8’s construct validity has been demonstrated by its strong
relation to similar factors of functional impairment and health care usage (Spitzer et al.,
1999).
The investigator chose the PHQ-8 to examine depression due to it being freely
available and required no modification for adaptation to the study population or online
administration. It was estimated that participants would need approximately four minutes
for completion.
Generalized Anxiety Disorder-7
Anxiety, a state of constant worry and feelings of tension, was evaluated using the
Generalized Anxiety Disorder-7 (GAD-7; see Appendix C). The GAD-7 is a seven-item
self-report instrument that addresses seven of nine criteria for anxiety disorders in the
DSM-IV. Validation studies were conducted on a clinical sample of 2,740 adult patients
in United States primary care clinics in 2004-2005. The GAD-7 asks individuals to
indicate how often they have experienced the seven anxiety symptoms in the last two
weeks. The GAD-7 is scored using a four-point Likert scale with options ranging from
not at all or zero to nearly every day or three with no reverse scoring as no items are
negatively worded (see Appendix C). Items are summed to produce a total score in
which higher scores indicate higher perceived anxiety (Spitzer et al., 2006).
Internal consistency reliability was evaluated using Cronbach’s alpha which was
significant at .92. Test-retest reliability found an intraclass correlation of .83, which is
also an indicator of high procedural validity. Specificity and sensitivity for the GAD-7
both exceed .80 (Spitzer et al., 2006). The GAD-7 was found to correlate with the Beck
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Anxiety Inventory (r = .72; see Fydrich et al., 1992) and the Symptom Checklist-90 (r =
.74; Bonicatto et al., 1997) which indicates high convergent validity (Spitzer et al., 2006).
The investigator chose the GAD-7 to examine anxiety due to it being freely
available and required no modification for adaptation to the study population or online
administration. It was estimated that participants would need approximately four minutes
for completion.
Personal Outcomes Scale for Adults
Quality of life, as previously defined in Chapter 1, was evaluated using an
investigator-modified version of the Self-Report portion of the Personal Outcomes Scale
for Adults (POS-A; van Loon et al., 2017; see Appendix C). Investigator-selected
modifications to the initial POS-A were intended to adapt the instrument to middle-aged
and older adult populations without intellectual or developmental disabilities and to
enhance inclusivity across social identities (e.g., sexual orientation, relationship status).
This scale was chosen to examine quality of life because it was designed for the
previously-described Quality of Life Supports Model and evaluates the eight quality of
life domains within that theoretical model. This investigator has also selected this scale
due to its access and use being gratis courtesy of the POS-A authors, minimal
modifications were required for adaptation to the study population and online
administration, and it was estimated that participants would need approximately twenty
minutes to complete the modified version of the POS-A.
The initial POS-A was developed in 2008 as a forty-eight item scale designed to
evaluate the above-described eight quality of life domains among intellectually and
developmentally disabled adult populations (Balboni et al., 2013; Carbó-Carreté et al.,
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2016; Claes et al., 2010; van Loon et al., 2017). The initial POS-A is composed of two
parts, Self-Report and Report of Other’s that are each scored and interpreted in the same
manner. The initial POS-A uses a three-point Likert scale with scores ranging from one
to three with no reverse scoring as no items are negatively worded (see Appendix C).
Items are summed to produce a total score in which higher scores indicate higher
perceived quality of life. The initial POS-A includes six items for each of the eight
quality of life domains and each domain produces a domain score by summing its
respective six items. Select domain scores are then summed to generate three factor
scores. The personal development and self-determination domain scores are summed to
produce the independence factor. The interpersonal relations, social inclusion, and rights
domain scores are summed to produce the social participation factor. The emotional
well-being, physical well-being, and material well-being domain scores are summed to
produce the well-being factor. The three factor scores (i.e., independence, social
participation, well-being) are then summed to produce a quality of life index score (van
Loon et al., 2017).
Using data solicited from 399 adult participants with intellectual and
developmental disabilities (i.e., mild, moderate, severe, profound) during 2008-2010, the
initial POS-A evaluated three types of reliability (i.e., internal consistency, inter-rater
reliability, consistency between Self-Report and Report of Other’s) and three types of
validity (i.e., content, construct, concurrent). Internal consistency was evaluated using
Cronbach’s alpha for each of the eight quality of life domains and generated the
following coefficients for the Self-Report and Report of Other’s portions respectively:
personal development .70 and .69, self-determination .75 and .80, interpersonal relations
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.67 and .70, social inclusion .73 and .74, rights .47 and .40, emotional well-being .72 and
.69, physical well-being .59 and .60, material well-being .25 and .25, and total .88 and
.85. Internal consistency was also evaluated for each of the three factor scores using
Cronbach’s alpha and generated the following coefficients for the Self-Report and Report
of Other’s portions respectively: independence .84 and .85, social inclusion .79 and .78,
well-being .74 and .66, and total score .88 and .85 (van Loon et al., 2017). It is unclear
what the Cronbach’s alpha coefficients were for each item within each domain as the
POS-A manual did not provide this information, therefore it is unknown which items may
or may not have been eliminated when using item analysis procedures to calculate these
coefficients.
Regarding statistical significance, it is standard practice for Cronbach’s alpha
scores at or above .7 to be considered high. However, when evaluating internal
consistency with item analysis, Cronbach’s alpha increases as the number of items in the
scale increases and if the typical inter-item correlation remains constant. Item analysis
requires that items with the lowest inter-item correlations are removed; thus, the interitem correlation does not remain constant. Therefore, Cronbach’s alpha will decrease as
the number of items decreases (Ferketich, 1991). This investigator suspects that the
decision to report all Cronbach’s alpha scores for the eight domains and the total score of
the eight domains was to provide transparency even though there are domains
demonstrating low internal consistency (e.g., rights, material well-being). As the initial
POS-A is a relatively new scale it is probable that the authors are conducting or intend to
conduct additional studies to further evaluate internal consistency.
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Inter-rater reliability of the initial POS-A was evaluated for the Self-Report
portion using the participant and a proxy (e.g., family member) and for the Report of
Other’s portion using two members of the research team. It is unknown what type of
coefficient was used to evaluate inter-rater reliability as that information was not
described in the POS-A manual. The following coefficients were reported for each of the
eight quality of life domains for the Self-Report and Report of Other’s portions
respectively: personal development .57 and .67, self-determination .47 and .29,
interpersonal relations .68 and .67, social inclusion .76 and .78, rights .78 and .76,
emotional well-being .60 and .69, physical well-being .45 and .79, material well-being
.55 and .79, and total .70 and .78. All coefficients were statistically significant at p< .01
(van Loon et al., 2017).
Consistency between the Self-Report and the Report of Other’s portions of the
initial POS-A was evaluated using Pearson’s Correlation Coefficients. The following
coefficients were reported for each of the eight quality of life domains for the Self-Report
and the Report of Other’s portions respectively: personal development .78, selfdetermination .72, interpersonal relations .52, social inclusion .74, rights .80, emotional
well-being .42, physical well-being .63, material well-being .71, and total .83. All
Pearson scores were statistically significant at p< .01 (van Loon et al., 2017).
Content validity of the initial POS-A was established during its development by
using only quality of life indicators described in the international research literature and
by following these twelve steps (van Loon et al., 2017):
1. Initial items were obtained from established literature on the above-referenced
eight quality of life domains.
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2. The content of both the Self-Report and Report of Other’s portions was the same.
3. Quality of life experts from Belgium, the Netherlands, and the United States
evaluated the items for importance, relevance, and feasibility.
4. Focus groups of relevant stakeholders in Belgium and the Netherlands evaluated
the items for importance, relevance, and feasibility.
5. Based on feedback, the POS-A authors revised the scale so that the wording of
both the Self-Report and Report of Other’s portions were parallel and finalized
the three-point Likert rating scale.
6. The POS-A was pilot tested in Belgium and the Netherlands using sample
populations derived from community-based services and facilities for
intellectually and developmentally disabled adults.
7. Cronbach’s alpha coefficients from the pilot study were calculated to evaluate
internal consistency and items were removed based on feedback.
8. Another pilot test of the POS-A was conducted in Belgium and the Netherlands
using populations derived from facilities for intellectually and developmentally
disabled adults.
9. The POS-A was finalized.
10. The POS-A manual was published in 2008 in Belgium and the Netherlands;
subsequently the scale was made available for administrative and research
purposes.
11. Since the initial publication of the POS-A manual, the Direct Observation portion
was renamed Report of Other’s and a qualitative comments section was added to
each domain.
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12. The POS-A was officially renamed the POS-A to distinguish it from the POS-C, a
similar scale for the assessment of children with intellectual and developmental
disabilities.
Construct validity was established by the usage of the previously-stated twelve
step process used for content validity, the development of a conceptual model,
consultations with quality of life experts, focus groups, and all items in the final version
of the POS-A are clearly described and referenced in existing literature. Construct
validity was also evaluated using a Pearson’s correlation coefficient analysis of the eight
domains and the total score for both the Self-Report and Report of Other’s portion of the
scale. The inter-correlation analyses found that the domains were inter-correlated, but
not highly inter-correlated. The POS-A was also found to discriminate properly between
groups, with no differences found based on age or gender, but as expected, there were
significant differences among intellectual functioning levels (i.e., mild, moderate, severe,
profound) (van Loon et al., 2017). The POS-A manual does not state if there were any
inter-correlation analyses based on other social identities (e.g., race, ethnicity) and this
investigator suspects that there may have been a lack of diversity across social identities
due to the pilot testing being conducted in Belgium and the Netherlands.
There is no indication in the POS-A manual that concurrent validity of the SelfReport portion was evaluated. It is probable that the authors are conducting or intend to
conduct additional studies to examine the concurrent validity of the POS-A Self-Report
portion. Concurrent validity of the POS-A Report of Other’s portion was evaluated by
examining how well it correlated with the GENCAT Quality of Life Scale (see Gómez et
al., 2011, 2016; Maestro-Gonzalez et al., 2018), another scale that examines quality of
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life objectively. The Pearson’s correlation coefficients between the Report of Other’s
and the GENCAT are as follows: personal development .61, self-determination .79,
interpersonal relations .57, social inclusion .37, rights .47, emotional well-being .55,
physical well-being .65, material well-being .23, and total .87. All Pearson scores were
statistically significant at p< .01 except for material well-being (van Loon et al., 2017).
World Health Organization’s Quality of Life Scale
As the initial POS-A was not designed to address the relation between sexual
health and quality of life, it does not include an item inquiring about how people perceive
their quality of life regarding sexual health. However, the brief version of the World
Health Organization’s Quality of Life Scale (WHOQOL-BREF) does contain an item
relevant to sexual health (Skevington et al., 2004) as previously defined in Chapter 1.
This item is not negatively worded and is not reverse scored. It is scored just as the rest
of the WHOQOL-BREF, using a five-point Likert scale with response options that range
from very dissatisfied or one to very satisfied or five (see Appendix C). The WHOQOLBREF has been widely used and the details of how the brief version was derived from its
predecessor (the WHOQOL-100), cross-cultural adaptations, and the liability and validity
of the entire scale have been described elsewhere (see Group, 1998; Skevington, 2002;
Skevington et al., 2004; WHOQOL, 1998).
As sexual health and quality of life are primary variables being explored in this
study, it was the decision of this investigator to include an item that examined quality of
life through the lens of sexual health. Therefore, only the sexual health item from the
WHOQOL-BREF was used in the survey for this study (see Appendix C). The
investigator chose the sexual health item of the WHOQOL-BREF as it required no
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modifications for use with the study population or to increase inclusivity (e.g., gender,
sexual orientation), is freely available and easily found online, and it was estimated that
participants would need approximately one minute to complete this item. The sexual
health item is scored using a Likert scale ranging from one to five, in which higher scores
indicate higher perceived quality of life in terms of sexual health (Skevington et al.,
2004). To align this item with the scoring procedures of the POS-A, this item was
administered as it was designed by its authors and later the five-point Likert scale was
converted to a three-point Likert scale by this investigator. This item was summed as
part of the POS-A to produce a quality of life total score in which higher scores indicate
higher perceived quality of life.
New Sexual Satisfaction Scale
Sexual satisfaction, as defined in Chapter 1, was evaluated using an investigatormodified version of the New Sexual Satisfaction Scale (NSSS; Štulhofer et al., 2011; see
Appendix C). Investigator-selected modifications included expanding the definition of
sex to include both solo and partnered sex and directing participants to consider their sex
life in the last twelve months. This investigator selected this scale due to its access and
use being publicly available with no indication of copyright, no modifications required
for adaptation to the study population or online administration, and it was estimated that
participants would need approximately ten minutes to complete the modified version of
the NSSS.
The NSSS is a twenty-item self-report scale to evaluate perceived sexual
satisfaction across five dimensions: sexual sensations, sexual presence and awareness,
sexual exchange, emotional connection and closeness,—relevant to the emotional well-
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being domain of quality of life—and sexual activity. The NSSS is inclusive across
gender, sexual, and relationship identities. Normative data for the NSSS was derived
from a total of 2,000 adult participants, aged eighteen to fifty-five years old. Participants
were in Croatia and the United States and included three college student samples, two
community samples, one clinical sex therapy sample, and one non-heterosexual sample
(Štulhoferet al., 2011).
The NSSS uses a five-point Likert scale with response options ranging from not
at all satisfied or one to extremely satisfied or five with no reverse scoring as no items are
negatively worded (see Appendix C). Items are summed produce a total score in which
higher scores indicate higher perceived sexual satisfaction. The NSSS generates both
Ego-Centered (sum of items one through ten) and Partner and Activity-Centered (sum of
items eleven through twenty) subscales as well as a total sexual satisfaction score (sum of
items one through twenty) (Štulhofer et al., 2011).
The NSSS evaluated two types of reliability (i.e., internal consistency, test-retest)
and two types of validity (i.e., concurrent, convergent). Internal consistency was
examined across two college student samples (N = 900), two community samples (N =
941), and one non-heterosexual sample (N = 360). Internal consistency was evaluated
using Cronbach’s alpha and generated the following coefficients for the subscales and
total score respectively: Ego-Centered .91 - .93, Partner and Activity-Centered .90 - .94,
and total score .94 - .96. All Cronbach’s alpha scores are considered statistically
significant due to being at .7 or higher, however it is unclear which inter-item correlations
may or may not have been eliminated during the item-analysis (see above POS-A
section). No significant differences were found across gender, sexual, or relationship
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identities. Test-retest reliability was examined only in a Croatian college student sample
(N = 219) over a one-month timeframe. Cronbach’s alpha was statistically significant
and ranged from .72 to .84; a stronger relation was found among women (Štulhofer et al.,
2011).
Concurrent validity of the NSSS was evaluated by examining how well it
correlated with an undisclosed global instrument of quality of life in the anticipated
direction. A negative correlation was found between the NSSS and the Sexual Boredom
Scale-Short (see Watt & Ewing, 1996). Convergent validity was evaluated by comparing
the NSSS to a global instrument of sexual satisfaction. Pearson correlation coefficients
were statistically significant (r = .44 - .67) (Štulhofer et al., 2011).
Self-Perceived Sexual Attractiveness Scale
Sexual attractiveness is defined as a form of attraction that addresses more than
physical attraction, but also qualities one deems sexually attractive (e.g., humor, interests)
and creates one’s perception of one’s ability to be an appealing sexual partner to others
(Amos & McCabe, 2015, 2016, 2017). Self-perceptions of sexual attractiveness were
evaluated using a modified version of the Self-Perceived Sexual Attractiveness scale
(SPSA; see Appendix C). The SPSA is a six-item self-report scale that examines selfperceptions of sexual attractiveness resultant from existing literature using indirect (four
items) and direct (two items) items to evaluate sexual attractiveness. The indirect items
address one’s perceived ability to appeal to potential sexual partners, while the direct
items address one’s perception of how sexually attractive one is. The SPSA is scored
with a seven-point Likert scale with response options ranging from strongly disagree or
one to strongly agree or seven with no items reverse scored as no items are negatively
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worded (see Appendix C). Items are summed to produce a total score in which higher
scores indicate higher perceived sexual attractiveness (Amos & McCabe, 2015).
The SPSA has been normed on a sample of eighteen to forty-five-year-old men (n
= 1,801, Mean age = 23.41, SD 5.21) and women (n = 1.092, Mean age = 22.79, SD =
4.57) from Australia, North America, and the United Kingdom (N = 2,492). The
participants had the following sexual identities: heterosexual (n = 1,017), gay (n = 979),
lesbian (n = 246), or bisexual (n = 651). The sample was predominantly White (83.7%)
(Amos & McCabe, 2015) and it is unclear how the remaining 16.3% of the sample
identified themselves racially or ethnically as that information was not disclosed by the
study authors.
The SPSA is a newer scale, but an exploratory factor analysis conducted by the
scale authors has confirmed that all six items load onto one factor, as intended, with no
statistically significant differences across gender or sexual orientation. A confirmatory
factor analysis revealed that the model was a good fit across multiple fit indices with no
statistically significant regression weight differences across gender or sexual orientation
(Amos & McCabe, 2015).
Internal consistency reliability of the SPSA was evaluated using Cronbach’s
alpha. Total score Cronbach’s alphas ranged from .94 to .96, which are all considered
statistically significant being above .7, across the total participant sample and subgroups
across gender and sexual orientation (Amos & McCabe, 2015). It is unclear what the
inter-item correlations were as they were not published by the authors; thus, it is not
evident which items may or may not have been eliminated from item analysis (see above
POS-A section).

79

Concurrent validity was examined by comparing the SPSA to the male and female
sex appeal subscales of the Body Esteem Scale (BES; see Franzoi & Shields, 1984), a
single item instrument of physical attractiveness developed by the SPSA authors, and a
single item instrument of general attractiveness developed by the SPSA authors.
Statistically significant Pearson correlations between the SPSA and BES male and female
sex appeal subscales were r = .55, p< .01 and r = .59, p<.05, respectively. Statistically
significant Pearson correlations between the SPSA and physical attractiveness and
general attractiveness were r = .63, p< .01 and r = .73, p< .01 respectively (Amos &
McCabe, 2015).
This investigator chose a modified version of the SPSA to evaluate sexual
attractiveness as it is brief, required minimal modifications to increase inclusivity across
relationship identity, is inclusive across gender and sexual identities, and is freely
available courtesy of Dr. McCabe. It was estimated that participants would need
approximately four minutes to complete the SPSA. Although there are no cross-cultural
data in the normative sample, it was this investigator’s opinion that the SPSA items
would not be offensive across groups or lack inclusivity. It is possible that key terms
used in the items (e.g., sexy, sexual desire) were interpreted differently across cultural
groups and thus influenced responses, which can be discussed in Chapter 5 of the
dissertation.
Eating Disorder Inventory-2
Body image is defined as the perception that the shape or size of one’s body is
unsatisfactory (e.g., thighs too large). Elevated levels of body dissatisfaction can
contribute to one engaging in extreme methods (e.g., anorexia nervosa) to alter one’s
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shape or size to desired preferences (e.g., smaller buttocks). Body image will be
evaluated using the Body Dissatisfaction subscale of the Eating Disorder Inventory-2
(EDI-2; see Appendix C). The EDI-2 is a sixty-four item self-report instrument that
examines the psychological and behavioral characteristics of anorexia nervosa and
bulimia. The characteristics evaluated encompass the following eight subscales: drive for
thinness, bulimia, body dissatisfaction, ineffectiveness, perfectionism, interpersonal
distrust, interoceptive awareness, and maturity fears. The EDI-2 provides more than one
scoring method for use and scholars and/or clinicians are encouraged to choose the one
which best suits their purposes. The method chosen for this study required items to be
scored with a six-point Likert scale with response options ranging from never or zero to
always or six with positively worded items reverse scored (see Appendix C). Items are
summed to produce a total score in which higher scores indicate higher perceived
distress. For example, higher scores in the body dissatisfaction subscale indicate higher
perceived dissatisfaction with one’s body (Garner et al., 1983). By contrast, this
investigator is aware that the newer EDI-3 does not provide multiple scoring options in
order to align with trends observed in scholarly and clinical work using the EDI-2.
However, this investigator was unable to use the EDI-3 for this study due to its pay-peruse requirement.
The EDI-2 was validated among a clinical sample of 113 adult female anorexia
nervosa patients and a comparison group of 577 adult female college students. Internal
consistency reliability of the body dissatisfaction subscale was evaluated using
Cronbach’s alpha; findings were statistically significant at .90 for the anorexia nervosa
patients and .91 for the female comparison group. Five of the nine item-total Cronbach’s
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alpha coefficients were not statistically significant (meaning below .7); however, it is
unclear which item-total correlations may or may not have been eliminated during the
item-analysis (see above POS-A section). Criterion validity was evaluated using only the
EDI-2 subscales. For example, it was expected that individuals who scored high on the
bulimia subscale would also score high on the body dissatisfaction subscale (Garner et
al., 1983); this prediction was confirmed, however, the authors did not include the
corresponding data.
The investigator chose the body dissatisfaction subscale of the EDI-2 to examine
body image due to it being freely available, courtesy of Dr. Levinson—now that the EDI3 has been released. The EDI-3 is copyrighted and required a fee per use; given the lack
of funding this investigator preferred the EDI-2. The difference between the two versions
of the subscale is that the EDI-3 is ten-items while the EDI-2 is nine-items (Garner,
2004). As this investigator is not using this subscale to address eating disorders
specifically, the nine-item version in the EDI-2 sufficiently met the interests of this
investigator. The body dissatisfaction subscale of the EDI-2 required no modifications
for inclusivity or adaptation to the study population or online administration. It was
estimated that participants would need approximately four minutes for completion.
Relationship Assessment Scale
Relationship satisfaction (defined as the subjective value and meaning one
attaches to one’s perception of the quality of one’s romantic relationship) will be
evaluated using the Relationship Assessment Scale (RAS; see Appendix C). The RAS is
a seven-item self-report scale that can be used to evaluate satisfaction in a variety of
relationships and is inclusive across known social identities. The RAS is scored with a

82

five-point Likert scale with response options ranging from poorly or one to extremely or
five in which higher scores indicate higher relationship satisfaction (Hendrick et al.,
1998). None of the articles found by this investigator provided any other information
regarding scoring procedures and no manual specific to this instrument has been found by
this investigator. This investigator used her extensive assessment knowledge to
determine that the instrument is likely to perform better if negatively worded items are
reverse scored and then sum all items to produce a total score (see Appendix C).
The RAS examines relationship satisfaction as a unidimensional construct and has
demonstrated high internal consistency reliability with a Cronbach’s alpha of .86
(Hendrick et al., 1998). Convergent validity has shown predictable correlations between
the RAS and the Personal Constructs instrument (see Hall et al., 1991) as well as the
Love and Sex Attitudes instrument (see Hendrick & Hendrick, 1995; Hendrick et al.,
1998). The RAS appropriately discriminates between groups, such as dating couples
versus couples who have broken up (Hendrick et al., 1998).
The investigator chose the RAS to examine relationship satisfaction due to it
being freely available, courtesy of Dr. Barbee, and required no modifications for
inclusivity or adaptation to the study population or online administration. It was
estimated that participants would need approximately four minutes for completion.
In addition to the above-referenced predictor variables this investigator collected
other data for descriptive purposes (e.g., geographic location, socioeconomic status).
Such questions were investigator-developed to increase inclusivity and/or prevent
individuals from potentially being identified. For example, an investigator-developed
question regarding geographic location did not ask for one’s zip code, city, or county to
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prevent vulnerable individuals (e.g., transgender, nonbinary) from being identified. It
was the deliberate choice of this investigator to develop the demographic questions to
increase inclusivity, as it is widely known that such questions generated by popular
public surveys (e.g., US Census) lack inclusivity.
Other data was collected for descriptive purposes (e.g., subjective age, physical
activity) and/or possible exploratory post hoc moderation analyses to be examined in the
order of this investigator’s interests. Data collected for such purposes was acquired using
investigator-developed questions except for physical activity which had a robust
preexisting instrument described below.
International Physical Activity Questionnaire
Physical activity, defined as muscles producing body movement that consumes
energy, was evaluated using the International Physical Activity Questionnaire (IPAQ), a
short seven-item self-report instrument (see Appendix C). The IPAQ has been crossculturally normed on adult populations aged eighteen to sixty-five. Validation testing of
the IPAQ occurred during 1998-1999 and in 2000 across twelve countries. The IPAQ
evaluates one’s physical activity (e.g., vigorous, moderate) over the last seven days by
converting the amount of time spent physically active to a metabolic equivalent of a task
or MET score. MET scores are then classified as ‘low,’ ‘moderate,’ or ‘high’ (Craig et
al., 2003). There is no reverse scoring in this instrument (see Appendix C).
Test-retest reliability of the IPAQ was examined using Spearman’s correlation
coefficient and ranged from .65 to .88 which is considered moderate to strong.
Concurrent validity was evaluated by comparing the seven-item IPAQ to the longer
thirty-one item IPAQ which found a pooled p of .67. Criterion validity was examined by
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comparing IPAQ scores to computer science accelerometer scores, which demonstrated
fair to moderate agreement at .14 to .53 respectively (Craig et al., 2003).
The investigator chose the IPAQ to examine physical activity due to it being
freely available and required no modifications for inclusivity or adaptation to the study
population or online administration. It was estimated that participants would need
approximately four minutes for completion.
Research Procedures
First, the proposal and survey were submitted to the University of Louisville
Institutional Review Board (IRB) for approval. While the IRB approval was pending, the
investigator developed the online version of the survey using REDCap. Once IRB
approval was obtained, the above-referenced professional associations and community
groups were emailed a study introduction and inquiry regarding their willingness to
forward a study recruitment email to their members on behalf of the investigator.
Applications requesting access to the above-described participate databases were
submitted. Potential participants from the above-referenced participant databases and
community groups were emailed an introduction describing the study, its purpose, and
inclusion criteria. Interested participants were able to click the designated REDCap link
and were directed to the study prescreening questions. If inclusion criteria were met
interested participants were directed to the informed consent preamble which included
that all data would be kept confidential and securely stored. Those who did not meet
inclusion criteria or declined to consent to participate in the study were taken to a
webpage thanking them for their time and consideration. Those who consented to
participate in the study were then able to click the designated REDCap link directing
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them to the survey. Participant recruitment continued until the minimum sample size (see
Data Analyses) was surpassed.
Once the preferred participant sample was acquired, the REDCap survey was
closed. The REDCap link directing potential participants to the study informed consent
preamble was revised to thank potential participants for their interest and state that data
collection had concluded. The investigator then began data analyses using the completed
surveys. As no personally identifying information was collected in the survey, data was
already de-identified. After data analyses were completed, the findings were included in
the dissertation for the purpose of degree completion and will later be revised as a
manuscript to be submitted for publication in an academic journal. Data may also be
used for poster or paper presentations at professional conferences or community
discussions.
Data Analyses
To sufficiently run the analyses and aim for a medium effect size, this investigator
deemed a minimum sample size of 123 to be necessary. This was decided by generating
an a priori estimate of a sufficient sample size to run these analyses, using the freely
available G*Power software (Faul et al., 2009; Hayes, 2017). This software determined
that a sample size of 101 was needed to test the overall multiple logistic regression model
with an expected medium effect size (OR = 3.47; Chen et al., 2010) and 80% power (Faul
et al., 2009). It was also determined that a sample size of 104 – 123 (e.g., fixed model, R2
increase vs fixed model, R2 deviation from zero) was needed to test the overall multiple
regression model with eleven predictors with an expected medium effect size (R2 = .15),
and 80% power (Faul et al., 2009; Field, 2013). The investigator aimed for a medium
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effect size although that would increase the likelihood that the percentage of the
explained variance had occurred by chance. This was a deliberate choice to increase the
feasibility of conducting this exploratory research and the investigator’s preference to
work within an appropriate timeframe to meet degree completion expectations. The final
study sample of 742 exceeded the minimum sample size and investigator expectations.
The data collected from the survey was downloaded from REDCap in Excel and
SPSS formats in December 2021, however, data were cleaned and analyzed exclusively
in SPSS. The obtained sample of 804 was reduced to 742 after initial data cleaning
revealed that sixty-two participants discontinued the survey after answering only a few
questions. Data were further cleaned for review of missing and/or incomplete data of the
clinical instruments, summation of the clinical instruments, and removal of duplicated
responses (e.g., identical responses to race and ethnicity variables).
Evaluation of missing and/or incomplete data of the clinical instruments
uncovered a technological glitch that was overcome with IT consultation and led to the
discovery of additional data. Despite the resolved technological glitch there was still
noticeable missing data which is unfortunately common in survey research. While all
potential reasons for the occurrence of missing data cannot be known there are a few that
are widely known. The informed consent process granted participants permission to skip
any question they chose to without penalty. Allowing participants to choose to skip
questions is normative in survey research. It was this investigators choice not to develop
an open-ended question inquiring as to why a participant chose to skip any specific
question or a response option to indicate they chose to skip the question, deeming this
step cumbersome despite the valuable insights it may have provided. Participants may
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have declined to answer questions that they did not feel were relevant to them or that they
found distasteful. Participants were also required to use their own equipment during this
study and technological issues on their end (e.g., power outage, dead battery, internet
outage) could not be controlled. Inattention, fatigue, and low motivation may have also
contributed to unintentionally skipping questions or not confirming an answer was
chosen.
Although none of the clinical instruments themselves have explicit guidelines
regarding how many questions must be answered in order to be scoreable, it is this
investigator’s perspective that although an instrument in which a participant only
answered one or two questions is considered scorable it lacks sufficient data to infer
meaning. It is also this investigator’s perspective that applying a missing values strategy
to instruments in which participants answered very few questions does not create an
accurate representation of that individual and becomes questionable from an ethical
standpoint. Although all of the clinical instruments were observed to have missing data,
only the above-described IPAQ (see Appendix C) was deemed unsuitable by this
investigator for the application of a missing values strategy. The IPAQ was the only
clinical instrument that did not use a Likert scale format for its response options;
therefore, statistical efforts to complete missing data would overly complicate its existing
scoring process and not generate accurate representations of the participants.
For all other clinical instruments, remaining missing data was addressed by first
reviewing participant responses to each instrument and participants with more than
approximately twenty percent missing data were omitted. This parameter was inferred
from existing literature on missing values analyses (Shrive et al., 2006).
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Second, question mean imputation or taking the mean of all participant responses
to a specific question and using that in place of a missing response was applied to
remaining missing values. The existing literature suggests that multiple imputation or the
use of more than one imputation method is the most robust strategy for addressing
missing data, however, this strategy was deemed too complex for sufficient mastery by
this investigator. The next best imputation method is individual mean imputation which
takes the mean of a participant’s responses in a specific instrument and uses that in place
of a missing response. Although this imputation strategy was preferred by this
investigator, SPSS lacked an efficient procedure for execution and manual calculation
was determined unsuitable due to time constraints. However, SPSS did have an efficient
procedure to conduct question mean imputation which is another acceptable imputation
strategy (Shrive et al., 2006).
The clinical instruments were each summed using their corresponding scoring
procedures outlined by their respective authors cited above. Total scores were then used
to generate index scores that are broadly designed to show a range of responses from low
to high to further assess meaning. The PHQ-8, GAD-7, ISI, PSS-10, and IPAQ all have
clearly defined indexes that are freely accessible via popular internet search engines (e.g.,
Google) and were used in this study. The POS-A, NSSS, RAS, SPSA, and EDI-2 body
image subscale did not have clearly defined indexes; therefore, indexes were investigatordeveloped and inspired by her extensive assessment experience to create categories that
range from low to high in order to infer meaning. The SUB_AGE instrument was
investigator-developed so that items were summed without the need for reverse scoring to
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produce a total score (see Appendix C) which was then converted to an index score for
interpretation.
Descriptive data (e.g., frequencies, mean) were generated from the variables to
describe the sample. Reliability analyses (i.e., Cronbach’s alpha) were conducted to
explore the internal consistency reliability all of the instruments used in this study except
for the IPAQ. The IPAQ is not suitable for evaluation using Cronbach’s alpha due to its
above-described design.
Correlation matrices using listwise deletion were generated to discover potential
relations among the variables that may inform additional inferences and determine the
viability of more robust analyses (i.e., hierarchical multiple regression, hierarchical
multiple logistic regression, moderation analyses). Listwise deletion was chosen so that
the analyses were conducted only on cases with complete data (Field, 2013), to align with
how missing data was addressed overall, and in compliance with normative procedures in
research. Categorical analyses were conducted for the purpose of describing the
independence of the variables in question and to further inform the viability of
hierarchical multiple logistic regression.
The findings of the correlation analyses and categorical analyses were
inconsistent in regard to the viability of hierarchical multiple logistic regression;
therefore, post hoc pairwise correlation matrices were conducted to further inform
decision-making.
It was intended to test the research questions using hierarchical multiple
regression (or hierarchical multiple logistic regression, as appropriate) of the variables to
explore the contributions of the predictor variables to the model (Field, 2013; Ho, 2013;
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Pett, 2015). Unfortunately, findings of the correlation matrices and categorical analyses
deemed regression analyses unsuitable (see Chapter 4).
It was intended to explore the interaction between the moderators and the
independent variables using the PROCESS macro for SPSS (Field, 2013; Hayes, 2017).
Although this investigator is aware that the use of the PROCESS macro is not the only
option for conducting moderation analyses, the other acceptable option is to conduct this
manually by exploring the interaction effect of the regression. This investigator preferred
to use the PROCESS macro for efficiency and ease of learning. Regardless of the
method chosen to conduct moderation analyses, the ability to conduct regression analyses
is required (Field, 2013; Hayes, 2017). Unfortunately, the inability to conduct regression
analyses that would yield results that could address the research questions deemed the
moderation analyses unfeasible (see Chapter 4).
Post hoc descriptive analyses (e.g., frequencies) were conducted to highlight
participants who have included or are willing to include sexual health within their formal
or informal end-of-life plan.
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RESULTS
The following section describes the study sample and report findings relevant to
the research questions and hypotheses. To improve readability large tables are divided
into smaller ones. For example, rather than generate one large correlation matrix, there
are three representing a relevant outcome variable and independent variable combination
with a specific group of moderators. As there are numerous variables reported, an
acronyms table has also been provided (see Table 1).
Table 1
Acronyms
Description
AGE
Chronological age
ANXIETY
Anxiety
BOD_IMG
Body image
DEPRESS
Depression
ETHNCTY
Ethnic identity
GENDER
Gender identity
Physical Activity
PHYS_ACT
QOL
Quality of life
RELIGON
Religious identity
RL_SATS
Relationship satisfaction
SH_FEOLP
Sexual health in formal end-of-life plan
SH_IEOLP
Sexual health in informal end-of-life plan
SLEEP
Sleep
STRESS
General stress
SUB_AGE
Subjective age
SX_ATTR
Sexual attractiveness
SX_SAT
Sexual satisfaction
WIL_FOR
Willingness to put sexual health in formal end-of-life plan
WIL_INF
Willingness to put sexual health in informal end-of-life plan

92

Descriptive Statistics
Missing Values Analyses
Frequency statistics were conducted to determine the per variable sample size and
are summarized in Table 2. Data for each outcome variable (i.e., SH_FEOLP,
SH_IEOLP, WIL_FOR, WIL_INF) was collected using a one-item investigatordeveloped question (see Appendix C). Missing data in the outcome variables consists of
participants who declined to respond to the respective item. To retain as much data as
possible, question mean imputation was applied to the following variables: QOL,
SX_SAT, DEPRESS, ANXIETY, SLEEP, STRESS, RL_SATS, SX_ATTR, BOD_IMG,
and SUB_AGE. Missing data in these variables encompasses participants who declined
to answer any questions in the entire instrument or were omitted due to having
insufficient data for question mean imputation. AGE was a pre- screening question (see
Appendix C); therefore, all participants were required to provide an interpretable
response and no data is missing. LGBT was an investigator-developed variable using data
from the gender identity and sexual identity items (see Appendix C). All participants who
declined to respond to the gender or sexual identity items or provided a non-LGBT
response were coded no; therefore, no data is missing. Data for RELIGON, RACE,
ETHNCTY, and GENDER were each obtained using one investigator-developed item
(see Appendix C); therefore, missing data is composed of participants who declined to
respond to the respective item. Data for the PHYS_ACT variable was deemed
inappropriate for a missing values strategy (see Chapter 3); thus, missing data includes
participants who declined to answer any questions in the entire instrument or were
omitted due to having insufficient data to apply standard scoring procedures.
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Table 2
Variable Frequency Table (N=742)
n

Outcome Variables
SH_FEOLP
SH_IEOLP
WIL_FOR
WIL_INF
Independent Variables
QOL
SX_SAT
Control Variables
DEPRESS
ANXIETY
SLEEP
STRESS
Moderators
AGE
LGBT
RL_SATS
SX_ATTR
BOD_IMG
Exploratory Moderators
SUB_AGE
RELIGON
PHYS_ACT
RACE
ETHNCTY
GENDER

Percent Missing Percent

531
457
513
435

72
62
69
59

211
285
229
307

28
38
31
41

597
385

81
52

145
357

20
48

615
609
622
619

83
82
84
83

127
133
120
123

17
18
16
17

742
742
369
556
620

100
100
50
75
84

0
0
373
186
122

0
0
50
25
16

631
650
621
658
199
671

85
88
84
89
27
90

111
92
121
84
543
71

15
12
16
11
73
10

Variable Index Scores
Variables that can be evaluated with descriptive classifications were assigned
index scores as appropriate per the instructions by their previously cited authors (see
Chapter 3). For variables that do not have pre-determined descriptive classifications, the
index scores were developed by this investigator based on prior assessment experience
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(see Chapter 3). Frequency statistics were conducted for SH_FEOLP, SH_IEOLP,
WIL_FOR, WIL_INF, QOL, SX_SAT, DEPRESS, ANXIETY, SLEEP, STRESS,
RL_SATS, SX_ATTR, BOD_IMG, SUB_AGE, and PHYS_ACT to further inform the
per variable sample size and are summarized in Table 3. Descriptive categories that
show zero represent that no one in the entire sample scored in that category. Missing
data represents participants who declined to respond or were omitted during the
previously described missing values analyses.

Table 3
Variable Index Score Frequency Table (N=742)
n

Percent

SH_FEOLP
0 - No, Sexual Health is Not in Formal EOLP 517
1 - Yes, Sexual Health is in Formal EOLP 14
Total 531

70
2
72

0 - No, Sexual Health is Not in Informal EOLP 439
1 - Yes, Sexual Health is in Informal EOLP 18
Total 457

59
2
62

SH_IEOLP

WIL_FOR
1 - Extremely Willing to Include Sexual Health in Formal EOLP

62

8

2 - Somewhat Willing to Extremely Willing to Include Sexual Health in 29
Formal EOLP
3 - Somewhat Willing to Include Sexual Health in Formal EOLP 88
4 - Somewhat Willing to Neither Willing to Include Sexual Health in 13
Formal EOLP
5 - Neither Willing Nor Unwilling to Include Sexual Health in Formal 155
EOLP
6 - Neither Willing to Somewhat Unwilling to Include Sexual Health in 21
Formal EOLP
7 - Somewhat Unwilling to Include Sexual Health in Formal EOLP 39
8 - Somewhat Unwilling to Completely Unwilling to Include Sexual 18
Health in Formal EOLP
9 - Completely Unwilling to Include Sexual Health in Formal EOLP 88

4
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12
2
21
3
5
2
12

Total 513
WIL_INF
1 - Extremely Willing to Include Sexual Health in Informal EOLP
2 - Somewhat Willing to Extremely Willing to Include Sexual Health in
Informal EOLP
3 - Somewhat Willing to Include Sexual Health in Informal EOLP
4 - Somewhat Willing to Neither Willing to Include Sexual Health in
Informal EOLP
5 - Neither Willing Nor Unwilling to Include Sexual Health in Informal
EOLP
6 - Neither Willing to Somewhat Unwilling to Include Sexual Health in
Informal EOLP
7 - Somewhat Unwilling to Include Sexual Health in Informal EOLP
8 - Somewhat Unwilling to Completely Unwilling to Include Sexual
Health in Informal EOLP
9 - Completely Unwilling to Include Sexual Health in Informal EOLP
Total
QOL
0 - Very Low Quality of Life
1 - Low Quality of Life
2 - Low Average Quality of Life
3 - Average Quality of Life
4 - Above Average Quality of Life
Total
SX_SAT
0 - Not at all Sexually Satisfied
1 - A Little Sexually Satisfied
2 - Moderately Sexually Satisfied
3 - Very Sexually Satisfied
4 - Extremely Sexually Satisfied
Total
DEPRESS
0 - None to Minimal Depressive Symptoms
1 - Mild Depressive Symptoms
2 - Moderate Depressive Symptoms
3 - Moderately Severe Depressive Symptoms
4 - Severe Depressive Symptoms
Total
ANXIETY
0 - None to Minimal Anxiety
1 - Mild Anxiety
2 - Moderate Anxiety

96

69

62
24

8
3

68
11

9
2

114

15

23

3

37
15

5
2

81
435

11
59

0
0
32
234
331
597

0
0
4
32
45
81

0
44
93
167
81
385

0
6
13
23
11
52

341
162
70
32
10
615

46
22
9
4
1
83

371
186
52

50
25
7

3 -Severe Anxiety 0
Total 609

0
82

0 - No Clinically Significant Insomnia 341
1 - Subthreshold Insomnia 200
2 - Moderate Clinical Insomnia 64
3 - Severe Clinical Insomnia 17
Total 622

46
27
9
2
84

0 - Low Stress 336
1 - Moderate Stress 257
2 - High Stress 26
Total 619

45
35
4
83

0 - Not at all Satisfied with Relationship 0
1 - A Little Satisfied with Relationship 13
2 - Moderately Satisfied with Relationship 53
3 - Very Satisfied with Relationship 80
4 -Extremely Satisfied with Relationship 223
Total 369

0
2
7
11
30
50

SLEEP

STRESS

RL_SATS

SX_ATTR
0 - Not at all Sexually Attractive
1 - A Little Sexually Attractive
2 - Moderately Sexually Attractive
3 - Very Sexually Attractive
4 - Extremely Sexually Attractive
Total

14
64
150
194
134
556

2
9
20
26
18
75

0 - Extremely Satisfied with Body Image
1 - Very Satisfied with Body Image
2 - Moderately Satisfied with Body Image
3 - A Little Satisfied with Body Image
4 - Not at all Satisfied with Body Image
Total

10
125
218
176
91
620

1
17
29
24
12
84

0 - Younger than Actual Age 251
1 - About the Same as Actual Age 338
2 - Older than Actual Age 42
Total 631

34
46
6
85

1 - Low Physical Activity 198

27

BOD_IMG

SUB_AGE

PHYS_ACT
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2 - Moderate Physical Activity 287
3 - High Physical Activity 136
Total 621

39
18
84

Participants
Descriptive statistics were conducted and summarized in Table 4 for the purpose
of describing the sample and laying a foundation for the forthcoming discussion (see
Discussion Chapter) of what the overall findings might mean. All participants were
required to provide their age as part of the pre-screening questions. Participants (N=742)
were aged forty-five to ninety- six with a mean age of sixty-two (SD=9). The sample was
primarily aged forty-five to sixty-four or middle-aged (n=432), however, 42% were older
adults aged sixty-five to ninety-six (n=310). Participants were primarily women (n=448),
did not have an LGBT identity (n=662), possessed a Bachelor’s degree (n=208),
Christian (n=344), and married (n=354). Most participants declined to share their
ethnicity (n=543), but of those who chose to share this information the majority identified
as Other Unspecified (n=89). Racially, participants were primarily White (n=527).
Although recruitment efforts were national, participants primarily resided in the Southern
region of the United States (n=253) and described their communities as small
metropolitans or having 50,000 to 999,999 persons (n=209).
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Table 4
Demographic Descriptive Data

AGE

0 - Middle Aged (45-64)
1 - Older Adult (65-96)
GENDER
1 - Transgender Man/Woman
2 - Gender Diverse
3 - Man
4 - Woman
5 - Other Unspecified
LGBT
0 - No
1 - Yes
EDUCATION
1 - Less than high school
2 - GED
3 - High school diploma
4 - Some college
5 - Vocational/Trade school
6 - Associate's
7 - Bachelor's
8 - Master's
9 - Doctorate
10 - Professional degree
RELIGION
1 - Bahai
2 - Buddhist
3 - Christian
5 - Jewish
6 - Muslim
7 - Other Unspecified
8 - Religiously Unaffiliated
10 - Wiccan
11 - Neopagan/Pagan
12 - Unitarian Universalist
13 - Messianic Judaism
14 - Zoroastrian

99

N
742
432
310
671
1
9
212
448
1
742
662
80
667*
1
6
11
91
25
57
208
190
45
33
650*
1
12
344
28
3
15
229
2
5
8
2
1

Percent
100
58.2
41.8
90.4
0.1
1.2
28.6
60.4
0.1
100
89.2
10.8
89.9
0.1
0.8
1.5
12.3
3.4
7.7
28.0
25.6
6.1
4.4
87.6
0.1
1.6
46.4
3.8
0.4
2.0
30.9
0.3
0.7
1.1
0.3
0.1

REGION
1 - Midwest
2 - Northeast
3 - South
4 - West
AREA

1 - Rural
2 - Small town
3 - Urban
4 - Small metropolitan
5 - Large metropolitan
RELATIONSHIP
1 - Divorced
2 - Domestic Partnership
3 - Married
4 - Other Unspecified
5 - Separated
6 - Single and never married
7 - Unmarried, in relationship, & not living with partner
8 - Unmarried, in relationship, & living with partner
9 - Widowed
10 - Unspecified Partnered
11 - Polyamory
12 - Unspecified Strained
RACE
1 - African American/Black
2 - Asian American
3 - Native American/Alaska Native
5 - Other Unspecified
6 - White
9 - AA/Black & NA/AN
10 - NA/AN & White
11 - Other Unspecified & White
12 - AA/Black & White
13 - AA/Black & NA/AN & White
14 - AA/Black & Asian American
15 - NA/AN & Other Unspecified
16 - Asian American & White
17 - AA/Black & Other Unspecified
ETHNICITY
1 - Afro-Caribbean

100

665*
163
108
253
141
666*
49
100
112
209
196
666*
106
24
354
2
9
60
34
30
42
2
2
1
658*
71
9
6
20
527
5
13
1
1
1
1
1
1
1
199**
11

89.6
22.0
14.6
34.1
19.0
89.8
6.6
13.5
15.1
28.2
26.4
89.8
14.3
3.2
47.7
0.3
1.2
8.1
4.6
4.0
5.7
0.3
0.3
0.1
88.7
9.6
1.2
0.8
2.7
71.0
0.7
1.8
0.1
0.1
0.1
0.1
0.1
0.1
0.1
26.8
1.5

7 - Chinese
8 - Colombian
9 - Cuban
12 - Filipino
17 - Indian/Asian Indian
19 - Japanese
22 - Latino/Latina/Latinx
25 - Mexican
26 - Middle Eastern/North African
28 - Other Unspecified
30 - Puerto Rican
31 - Salvadoran
33 - Spanish
34 - Sri Lankan
36 - Thai
39 - Ashkenazi Jewish/Jewish
40 - English
41 - Irish
42 - Swiss
43 - Slovak
44 - British
45 - Swedish
46 - German
47 - Norwegian

4
2
1
1
5
3
7
5
5
89
5
1
3
1
1
4
5
3
1
1
2
2
2
2

0.5
0.3
0.1
0.1
0.7
0.4
0.9
0.7
0.7
12.0
0.7
0.1
0.4
0.1
0.1
0.5
0.7
0.4
0.1
0.1
0.3
0.3
0.3
0.3

48 - Italian
49 - Hungarian

2
1

0.3
0.1

50 - Celtic
51 - Sicilian
52 - Finnish
53 - Portuguese
54 - Nordic
55 - Creole
56 - Latino/Latina/Latinx & Puerto Rican

1
1
1
1
1
1
4

0.1
0.1
0.1
0.1
0.1
0.1
0.5

57 - Salvadoran & Spanish
58 - Japanese & Taiwanese
59 - Afro-Caribbean & Filipino
60 - Afro-Caribbean & Indian/Asian Indian
61 - Mexican &Hinz
62 - Indian/Asian Indian & Nepali/Nepalese
63 - Colombian & Latino/Latina/Latinx

1
1
1
1
1
2
2

0.1
0.1
0.1
0.1
0.1
0.3
0.3
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64 - Cuban & Puerto Rican
65 - Dominican & Latino/Latina/Latinx
66 - Scottish & Norwegian
67 - Latino/Latina/Latinx & Mexican
68 - Latino/Latina/Latinx & Spanish
69 - Afro-Caribbean & Latino/Latina/Latinx
70 - Other Unspecified & Spanish
71 - Latin/Latina/Latinx & Puerto Rican &Spanish

1
1
1
3
1
1
1
1

0.1
0.1
0.1
0.4
0.1
0.1
0.1
0.1

72 - Cuban & Dominican & Latin/Latina/Latinx & Spanish
*Not all participants answered this question
**543 participants declined to answer this question

1

0.1

Sexual Health and End-of-Life Plans
Participant’s willingness to include sexual health in their formal or informal endof-life plan is summarized in Table 5. Findings were that 24% of participants were
willing to include sexual health in their formal end-of-life plan (n=179) and 21% were
willing to include sexual health in their informal end-of-life plan (n=154). Participant’s
responses to whether they had already included sexual health in their formal or informal
end-of-life plan are summarized in Table 6. Findings were that 2% of participant’s had
included sexual health in their formal end- of-life plan (n=14) and 2% of participant’s had
included sexual health in their informal end-of-life plan (n=18).
Only one participant, or 0.1% of the total study sample, reported that they have
included both sexual health in their formal end-of-life plan and were willing to include
sexual health in their informal end-of-life plan. Seven participants, or 0.9% of the total
study sample, reported that they have included both sexual health in their informal endof-life plan and were willing to include sexual health in their formal end-of-life plan.
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Table 5
Multiple Regression Descriptive Data
WIL_FOR

1 - Extremely Willing
2 - Somewhat to Extremely Willing

n
62
29

WIL_INF
Percent
8
4

3 - Somewhat Willing
4 - Somewhat to Neither
5 - Neither Willing Nor Unwilling
6 - Neither to Somewhat Unwilling
7 - Somewhat Unwilling
8 - Somewhat to Completely Unwilling
9 - Completely Unwilling

n
62
24

88
12
68
13
2
11
155
21
114
21
3
23
39
5
37
18
2
15
88
12
81
513*
69*
435*
Total
*Missing data represents participants who declined to respond

Percent
8
3

9
1
15
3
5
2
11
59*

Table 6
Multiple Logistic Regression Descriptive Data
SH_FEOLP
SH_IEOLP
n
Percent
n
Percent
0 - No
517
70
439
59
1 - Yes
14
2
18
2
Total
531*
72*
457*
62*
*Missing data represents participants who declined to respond

Reliability Analyses
To explore the internal consistency reliability of the measures used in the study,
reliability analyses were conducted and are shown in Table 7. Cronbach’s α was
evaluated using a cut-value of .7, which states values .7 or higher have acceptable
reliability while values below .7 are less reliable (Field, 2013).
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Reliability Analyses and Control Variables. Depression was measured using
the PHQ-8, which had high reliability, Cronbach’s α = .86 (see Table 7). Anxiety was
evaluated using the GAD-7, and had good reliability, Cronbach’s α = .77 (see Table 7).
Sleep, measured using the ISI, had high reliability, Cronbach’s α = .89 (see Table 7).
Stress was evaluated using the PSS and had high reliability Cronbach’s α = .90 (see Table
7).
Reliability Analyses and Independent Variables. Quality of life was measured
using a modified version of the POS-A, which had high reliability, Cronbach’s α = .87
(see Table 7). Sexual satisfaction, evaluated using a modified version of the NSSS, had
high reliability, Cronbach’s α = .95 (see Table 7).
Reliability Analyses and Moderators. Three of the five moderators were studied
with structured measures and were relationship satisfaction, sexual attractiveness, and
body image. Relationship satisfaction was evaluated with the RAS and had high
reliability, Cronbach’s α= .93 (see Table 7). Sexual attractiveness was evaluated with the
SPSA and had high reliability, Cronbach’s α = .94 (see Table 7). Body image was studied
using the body dissatisfaction subscale of the EDI-2 and had high reliability, Cronbach’s
α = .90 (see Table 7).
Reliability Analyses and Exploratory Moderators. Two of the exploratory
moderators, subjective age and physical activity, were evaluated with structured
measures. Subjective age was studied using investigator-developed items (see Appendix
C) and had moderate reliability, Cronbach’s α = .66 (see Table 7). Item deletions were
explored to potentially increase the reliability and findings were that deleting item two
(see Appendix C) increased the reliability to Cronbach’s α = .76.
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Table 7
Reliability Analyses
α

Control Variables
DEPRESS
ANXIETY
SLEEP
STRESS

.86
.77
.89
.90

QOL
SX_SAT

.87
.95

RL_SATS
SX_ATTR
BOD_IMG

.93
.94
.90

SUB_AGE

.66

Independent Variables

Moderators

Exploratory Moderators

Correlation Analyses
Correlation matrices using listwise deletion were conducted and summarized,
grouped by multiple logistic regression and multiple regression variables, in Tables 8
through 13.
Multiple Logistic Regression and Control Variables. Listwise correlations that
were significant at a p value of .01 entail: sexual health in one’s informal end-of-life plan
and sexual health in one’s formal end-of-life plan, sexual satisfaction and quality of life,
depression and quality of life, anxiety and quality of life, sleep and quality of life, stress
and quality of life, anxiety and depression, , sleep and depression, stress and depression,
sleep and anxiety, stress and anxiety, as well as stress and sleep (see Table 8). Listwise
correlations that were significant at a p value of .05 were depression and sexual
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satisfaction, anxiety and sexual satisfaction, sleep and sexual satisfaction, as well as
stress and sexual satisfaction (see Table 8).
Multiple Logistic Regression and Moderators. Listwise correlations that were
significant at a p value of .01 consist of: sexual health in one’s informal end-of-life plan
and sexual health in one’s formal end-of-life plan, sexual satisfaction and quality of life,
age and quality of life, relationship satisfaction and quality of life, sexual attractiveness
and quality of life, body image and quality of life, relationship satisfaction and sexual
satisfaction, sexual attractiveness and sexual satisfaction, as well as body image and age
(see Table 9). Listwise correlations that were significant at a p value of .05 include sexual
attractiveness and sexual health in their formal end-of-life plan, sexual attractiveness and
sexual health in their informal end-of-life plan, body image and sexual satisfaction, as
well as body image and sexual attractiveness (see Table 9).
Multiple Logistic Regression and Exploratory Moderators. Listwise
correlations that were significant at a p value of .01 consist of sexual health in one’s
informal end-of-life plan and sexual health in one’s formal end-of-life plan, race and
subjective age, as well as gender and ethnicity (see Table 10). Listwise correlations that
were significant at a p value of .05 consist of physical activity and sexual health in their
informal end-of-life plan, ethnicity and quality of life, as well as subjective age and
sexual satisfaction (see Table 10).
Multiple Regression and Control Variables. Listwise correlations that were
significant at a p value of .01 consist of: willingness to include sexual health in one’s
informal end-of-life plan and willingness to include sexual health in one’s formal end-oflife plan, sexual satisfaction and quality of life, depression and quality of life, anxiety and
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quality of life, sleep and quality of life, stress and quality of life, anxiety and depression,
sleep and depression, stress and depression, sleep and anxiety, stress and anxiety, as well
as stress and sleep (see Table 11).
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Table 8
Correlation Matrix for Controls and Multiple Logistic Regression - Listwise
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SH_FEOLP SH_IEOLP
SH_FEOLP Pearson
-Correlation
SH_IEOLP Pearson
.531**
-Correlation
Sig. (2-tailed)
0.00
QOL
Pearson
0.09
0.03
Correlation
Sig. (2-tailed)
0.16
0.70
SX_SAT
Pearson
0.11
0.12
Correlation
Sig. (2-tailed)
0.09
0.05
-0.05
0.03
DEPRESS Pearson
Correlation
Sig. (2-tailed)
0.43
0.68
ANXIETY Pearson
-0.10
-0.02
Correlation
Sig. (2-tailed)
0.12
0.75
SLEEP
Pearson
0.03
0.06
Correlation
Sig. (2-tailed)
0.66
0.36
STRESS
Pearson
-0.04
0.03
Correlation
Sig. (2-tailed)
0.49
0.69
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
Listwise n=244

QOL

SX_SAT DEPRESS ANXIETY SLEEP STRESS

-.243**

--

0.00
-.682**

-.153*

--

0.00
-.622**

0.02
-.142*

.838**

--

0.00
-.527**

0.03
-.127*

0.00
.658**

.654**

--

0.00
-.582**

0.05
-.161*

0.00
.676**

0.00
.714**

.524**

0.00

0.01

0.00

0.00

0.00

--

Table 9
Correlation Matrix for Moderators and Multiple Logistic Regression - Listwise
SH_FEOLP SH_IEOLP
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SH_FEOLP Pearson
Correlation
SH_IEOLP Pearson
Correlation
Sig. (2tailed)
QOL
Pearson
Correlation
Sig. (2tailed)
SX_SAT
Pearson
Correlation
Sig. (2tailed)
AGE
Pearson
Correlation
Sig. (2tailed)
LGBT
Pearson
Correlation
Sig. (2tailed)
RL_SATS
Pearson
Correlation
Sig. (2tailed)
SX_ATTR Pearson
Correlation

QOL

SX_SAT

AGE

LGBT RL_SATS SX_ATTR BOD_IMG

-.459**

--

0.00
0.06

-0.02

--

0.36

0.77

0.10

0.12

.275**

0.16

0.08

0.00

0.10

0.03

.211**

-0.12

0.14

0.69

0.00

0.08

-0.05

-0.06

-0.10

0.09

-0.11

0.47

0.35

0.16

0.18

0.11

0.00

0.05

.306**

.509**

0.01

0.06

0.97

0.51

0.00

0.00

0.90

0.41

.168*

.156*

.312**

.323**

-0.09

0.05

--

--

--

--

0.02

--

Sig. (20.01
0.02
0.00
tailed)
-0.01
-0.02
-.297**
BOD_IMG Pearson
Correlation
Sig. (20.89
0.79
0.00
tailed)
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
Listwise n=211

0.00

0.17

0.51

0.76

-.138*

-.286**

-0.04

-0.13

-.137*

0.04

0.00

0.52

0.06

0.05

--
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Table 10
Correlation Matrix for Exploratory Moderators and Multiple Logistic Regression - Listwise
Pearson Correlation

SH_FEOLP
--

SH_IEOLP

SH_FEOLP
SH_IEOLP

Pearson Correlation
Sig. (2-tailed)
Pearson Correlation
Sig. (2-tailed)
Pearson Correlation
Sig. (2-tailed)
Pearson Correlation
Sig. (2-tailed)
Pearson Correlation

.326**
0.01
0.14
0.26
-0.03
0.80
-0.15
0.23
-0.12

-0.02
0.90
0.04
0.76
-0.08
0.53
-0.05

0.20
0.10
-0.08
0.54
0.06

-.280*
0.02
-0.02

0.05

--

Sig. (2-tailed)
Pearson Correlation
Sig. (2-tailed)
Pearson Correlation
Sig. (2-tailed)
Pearson Correlation

0.33
-0.02
0.88
-0.12
0.36
-0.20

0.69
-.298*
0.01
-0.17
0.18
-0.01

0.64
0.19
0.13
0.17
0.19
-.271*

0.90
0.13
0.28
-0.20
0.11
0.10

0.69
0.09
0.45
.424**
0.00
0.15

0.05
0.68
-0.09
0.48
-0.13

0.22
0.08
-0.05

0.19

--

0.03
0.02
0.85

0.43
-0.09
0.47

0.21
-0.12
0.35

0.29
-0.24
0.05

0.70
0.14
0.26

0.13
-0.16
0.20

-.379**
0.00

QOL
SX_SAT
SUB_AGE
RELIGON
PHYS_ACT
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RACE
ETHNCTY

Sig. (2-tailed)
0.10
0.95
Pearson Correlation
-0.04
0.05
Sig. (2-tailed)
0.77
0.66
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
Listwise n=66

GENDER

QOL

SX_SAT

SUB_AGE

RELIGON

PHYS_ACT

RACE

ETHNCTY

GENDER

---

--

--

--

--

Table 11
Correlation Matrix for Controls and Multiple Regression - Listwise
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WIL_FOR WIL_INF
WIL_FOR Pearson Correlation
-WIL_INF Pearson Correlation
.932**
-Sig. (2-tailed)
0.00
QOL
Pearson Correlation
0.02
0.01
Sig. (2-tailed)
0.74
0.83
SX_SAT
Pearson Correlation
-.133*
-.133*
Sig. (2-tailed)
0.04
0.04
DEPRESS Pearson Correlation
-0.06
-0.06
Sig. (2-tailed)
0.38
0.40
ANXIETY Pearson Correlation
-0.09
-0.08
Sig. (2-tailed)
0.16
0.23
*
SLEEP
Pearson Correlation
-.130
-0.09
Sig. (2-tailed)
0.05
0.18
STRESS
Pearson Correlation
-0.05
-0.03
Sig. (2-tailed)
0.44
0.64
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
Listwise n=230

QOL

SX_SAT DEPRESS ANXIETY SLEEP STRESS

--

.236**
0.00
-.690**
0.00
-.617**
0.00
-.528**
0.00
-.587**
0.00

--.148*
0.03
-.133*
0.04
-0.12
0.07
-.144*
0.03

-.841**
0.00
.653**
0.00
.681**
0.00

-.655**
0.00
.722**
0.00

-.518**
0.00

--

Table 12
Correlation Matrix for Moderators and Multiple Regression - Listwise

WIL_FOR
WIL_INF

QOL

SX_SAT
113

AGE

LGBT

RL_SATS

SX_ATTR

Pearson
Correlation
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation

WIL_FOR WIL_INF
--

.929**

QOL

SX_SAT

AGE

LGBT RL_SATS SX_ATTR BOD_IMG

--

0.00
0.05

0.02

--

0.47

0.76

-0.13

-0.11

.276**

0.07

0.12

0.00

0.03

0.01

.228**

-0.14

0.71

0.90

0.00

0.05

-.248**

-.246**

-0.10

0.11

-0.11

0.00

0.00

0.18

0.12

0.13

-.151*

-0.14

.307**

.508**

0.00

0.07

0.03

0.05

0.00

0.00

0.95

0.34

-0.12

-0.12

.322**

.287**

-0.12

0.06

--

--

--

--

0.00

--

Sig. (20.10
0.09
0.00
tailed)
.153*
0.12
-.294**
BOD_IMG Pearson
Correlation
Sig. (20.03
0.10
0.00
tailed)
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
Listwise n=199

0.00

0.10

0.36

1.00

-0.12

-.281**

-0.05

-0.11

-0.13

0.09

0.00

0.46

0.13

0.06

--
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Table 13
Correlation Matrix for Exploratory Moderators and Multiple Regression - Listwise
WIL_FOR
WIL_INF

QOL

SX_SAT

SUB_AGE
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RELIGON

PHYS_ACT

RACE

ETHNCTY

Pearson
Correlation
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)
Pearson
Correlation
Sig. (2tailed)

WIL_FOR
--

WIL_INF

.906**

--

QOL

SX_SAT

SUB_AGE

RELIGON

PHYS_ACT

RACE

ETHNCTY

0.00
-0.04

-0.01

--

0.78

0.95

-0.21

-0.12

0.20

0.10

0.38

0.12

0.03

-0.08

-0.06

-.288*

0.82

0.52

0.67

0.03

-0.15

-0.15

0.08

-0.03

0.03

0.25

0.25

0.54

0.81

0.81

-.343**

-.304*

0.24

0.19

0.08

0.03

0.01

0.02

0.07

0.15

0.53

0.81

0.02

0.07

0.19

-0.19

.432**

-0.06

0.23

0.91

0.60

0.14

0.14

0.00

0.63

0.08

-0.11

-0.21

-0.24

0.17

0.15

-0.12

-0.06

0.10

0.42

0.11

0.07

0.20

0.27

0.38

0.64

0.45

--

--

--

--

--

--

GENDER

GENDER

Pearson
Correlation
Sig. (2tailed)

.259*

0.21

0.00

-0.10

-0.13

-.268*

0.18

-0.13

-.392**

0.05

0.11

0.98

0.43

0.34

0.04

0.17

0.32

0.00

**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
Listwise n=60

--
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Listwise correlations that were significant at a p value of .05 were sexual
satisfaction and willingness to include sexual health in one’s formal end-of-life plan,
sleep and willingness to include sexual health in one’s formal end-of- life plan, sexual
satisfaction and willingness to include sexual health in one’s informal end-of-life plan,
depression and sexual satisfaction, anxiety and sexual satisfaction, as well as stress and
sexual satisfaction (see Table 11).
Multiple Regression and Moderators. Listwise correlations that were
significant at a p value of .01 consist of: willingness to include sexual health in one’s
informal end-of-life plan and willingness to include sexual health in one’s formal end-oflife plan, LGBT identity and willingness to include sexual health in one’s formal end-oflife plan, LGBT identity and willingness to include sexual health in one’s informal endof-life plan, sexual satisfaction and quality of life, age and quality of life, relationship
satisfaction and quality of life, sexual attractiveness and quality of life, body image and
quality of life, relationship satisfaction and sexual satisfaction, sexual attractiveness and
sexual satisfaction, as well as body image and age (see Table 12). Listwise correlations
that were significant at a p value of .05 were relationship satisfaction and willingness to
include sexual health in one’s formal end-of-life plan as well as body image and
willingness to include sexual health in one’s formal end-of-life plan (see Table 12).
Multiple Regression and Exploratory Moderators. Listwise correlations that
were significant at a p value of .01 entail willingness to include sexual health in one’s
informal end-of- life plan and willingness to include sexual health in one’s formal end-oflife plan, physical activity and willingness to include sexual health in one’s formal endof-life plan, race and subjective age, as well as gender and ethnicity (see Table 13).
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Listwise correlations that were significant at a p value of .05 include gender and
willingness to include sexual health in one’s formal end-of-life plan, physical activity and
willingness to include sexual health in one’s informal end-of-life plan, subjective age and
sexual satisfaction, as well as gender and religion (see Table 13).
Categorical Data Analyses
Table 14 reveals that none of the participants who also responded to either
outcome variable (i.e., sexual health is in their formal end-of-life plan, sexual health is in
their informal end-of-life plan) rated their quality of life as very low or low. When ChiSquare analyses with Pearson were attempted, but because those cells were excluded due
to low responses, the degrees of freedom are too low. The more appropriate analysis for
this data was the use of the Fisher’s Exact Test (also known as the Fisher-FreemanHalton Exact Test). This test was conducted for the quality of life variable and
summarized for the purpose of describing the independence of the variables and to
further determine the viability of multiple logistic regression analyses. However, both
Chi-Square analysis and Fisher’s Exact Test were appropriate for the sexual satisfaction
variable and findings are shown in Table 15.
Using Fisher’s Exact Test, the relation between quality of life and sexual health is
in their formal end-of-life plan was only a trend at, p = .07. This means that the
proportions of quality of life (the independent variable) are somewhat independent of the
outcome variable (sexual health is in their formal end-of-life plan). Therefore, quality of
life is presumed to be marginally related to the outcome variable (sexual health is in their
formal end-of-life plan), among the 13 participants who had such a plan.
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Table 14 also shows that only 449 participants answered both the quality of life
instrument and the item inquiring about sexual health being in their informal end-of-life
plan. This aligns with previously reported findings stating that only 597 participants
completed the quality of life instrument and only 457 participants answered the item
regarding sexual health being in their informal end-of-life plan (see Table 2). Table 14
also reveals that none of the 449 participants rated their quality of life as very low or low
(see Table 3). The relation between quality of life and sexual health is in their informal
end-of-life plan was significant, X2 (2) = 6.92, p = .03. 16.7% of the cells had an
expected count below five; therefore, the previously stated Pearson Chi-Square could be
used for interpretation as the ideal is for less than 20% of the cells to have expected
counts below five. Fisher’s Exact Test found the relation between quality of life and the
outcome variable (sexual health is in their informal end-of-life plan) was a trend at, p =
.07. This means that the proportions of quality of life (the independent variable) are
somewhat independent of the outcome variable (sexual health is in their informal end-oflife plan). Therefore, quality of life is presumed to be marginally related to the outcome
variable (sexual health is in their informal end-of-life plan), among the 17 participants
who had such a plan.

119

Table 14
Quality of Life Contingency Table

QOL Very Low

QOL Low

QOL - Low
Average

QOL Average

QOL - Above
Average

Total

0 - No
1 - Yes
Total
SH_IEOLP

0
0
0

0
0
0

24
2
26

193
2
195

293
9
302

510
13
523

0 - No
1 - Yes
Total

0
0
0

0
0
0

18
3
21

178
5
183

236
9
245

432
17
449

SH_FEOLP

Table 15 reveals that only 319 participants answered both the sexual satisfaction
instrument and the item inquiring about sexual health being in their formal end-of-life
plan. This aligns with previously reported findings stating that only 385 participants
completed the sexual satisfaction instrument and only 531 participants answered the item
regarding sexual health being in their formal end-of-life plan (see Table 2). Table 15 also
reveals that none of the 319 participants rated their sexual satisfaction as not at all
satisfied (see Table 3). The relation between sexual satisfaction and sexual health is in
their formal end-of-life plan was not significant X2 (3) = 1.67, p = .64. 50% of the cells
had an expected count below five; therefore, the previously stated Pearson Chi-Square is
not the best for interpretation as the ideal is for less than 20% of the cells to have
expected counts below five. Fisher’s Exact Test, the better choice for interpretation, also
found the relation between sexual satisfaction and sexual health is in their formal end-oflife plan was not significant, p = .83. This means that the proportions of sexual
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satisfaction (the independent variable) are independent of the outcome variable (sexual
health is in their formal end-of-life plan). Therefore, sexual satisfaction is presumed to
not be related to whether sexual health is in their formal end-of-life plan among the 10
participants who had such a plan.
Table 15 also shows that only 274 participants answered both the sexual
satisfaction instrument and the item inquiring about sexual health being in their informal
end-of-life plan. This aligns with previously reported findings stating that only 385
participants completed the sexual satisfaction instrument and only 457 participants
answered the item regarding sexual health being in their informal end-of-life plan (see
Table 2). Table 15 also reveals that none of the 274 participants rated their sexual
satisfaction as not at all satisfied (see Table3).
The relation between sexual satisfaction and sexual health is in their informal endof-life plan was significant X2 (3) = 7.99, p = .05. 37.5% of the cells had an expected
count below five; therefore, the previously stated Pearson Chi-Square is not the best for
interpretation as the ideal is for less than 20% of the cells to have expected counts below
five. Fisher’s Exact Test, the better choice for interpretation, also found the relation
between sexual satisfaction and sexual health is in their informal end-of-life plan was
significant, p = .03. This means that the proportions of sexual satisfaction (the
independent variable) are not independent of the outcome variable (sexual health is in
their informal end-of-life plan). Therefore, sexual satisfaction is presumed to be related
to the outcome variable (sexual health is in their informal end-of-life plan), among the 13
participants who had such a plan.
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Table 15
Sexual Satisfaction Contingency Table
SX_SAT Not at all

SX_SAT A little

SX_SAT Moderately

SX_SAT
- Very

SX_SAT Extremely

Total

0 - No
1 - Yes
Total
SH_IEOLP

0
0
0

34
0
34

78
2
80

131
5
136

66
3
69

309
10
319

0 - No
1 - Yes
Total

0
0
0

30
0
30

69
0
69

109
8
117

53
5
58

261
13
274

SH_FEOLP

Regression Analyses
Exploring the Viability of Regression Analyses
First, the above-described correlation matrices were evaluated to determine the
viability of conducting regression analyses that could address the research questions. The
independent variables, quality of life and sexual satisfaction, were correlated (see Tables
8, 9, 11, and 12). Quality of life was not related to any of the multiple regression or
multiple logistic regression outcome variables (WIL_FOR or WIL_INF and SH_FEOLP
or SH_IEOLP, respectively) (see Tables 8 through 13). Sexual satisfaction was only
related to the multiple regression outcome variables (WIL_FOR and WIL_INF) (see
Table 11). However, these relations are negative and the previously described hypotheses
predict a positive relation between the independent and outcome variables (see Chapter
1).Although, multiple regression analyses could be conducted to further explore these
relations the negative relations revealed in the correlation matrices are a strong indication
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that regression analyses are not viable. Therefore, the execution of multiple regression
analyses is unnecessary.
Second, categorical analyses were conducted to further explore the viability of
conducting multiple logistic regression analyses that could address the research
questions. Findings revealed trends and showed that quality of life was somewhat
independent of or marginally related to both multiple logistic outcome variables
(SH_FEOLP and SH_IEOLP). These analyses also found no significant relation between
sexual satisfaction and the outcome variable SH_FEOLP. However, findings revealed
that the relation between sexual satisfaction and SH_IEOLP was significant, which
suggests the two may be independent or related. Although the Chi-Square findings for
SX_SAT and SH_IEOLP appear promising, the correlation matrices do not show a
relation between these two variables (see Tables 8 through 13). This suggested to this
investigator that the possible relation the Chi-Square was detecting may be a weak
relation that would produce non-significant results if a multiple logistic regression
analysis were conducted. To explore this possibility, the correlation matrices for the
multiple logistic regression variables were rerun using pairwise deletion.
Correlation Analyses and Multiple Logistic Regression. Correlation matrices
using pairwise deletion were conducted and summarized in Tables 16 through 18.
Pairwise correlations that were significant at a p value of .01 include: sexual health is in
one’s informal end-of-life plan and sexual health is in one’s formal end-of-life plan,
depression and sexual health is in one’s informal end-of-life plan, sexual satisfaction and
quality of life, depression and quality of life, anxiety and quality of life, sleep and quality
of life, stress and quality of life, depression and sexual satisfaction, anxiety and sexual
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satisfaction, sleep and sexual satisfaction, stress and sexual satisfaction, anxiety and
depression, sleep and depression, stress and depression, sleep and anxiety, stress and
anxiety, stress and sleep, sexual attractiveness and sexual health is in one’s formal endof-life plan, age and quality of life, relationship satisfaction and quality of life, sexual
attractiveness and quality of life, body image and quality of life, relationship satisfaction
and sexual satisfaction, sexual attractiveness and sexual satisfaction, body image and
sexual satisfaction, LGBT identity and age, body image and age, body image and
relationship satisfaction, body image and sexual attractiveness, subjective age and quality
of life, physical activity and quality of life, physical activity and subjective age, race and
subjective age, race and religion, gender and religion, as well as ethnicity and race.
Pairwise correlations that were significant at a p value of .05 include: sexual
satisfaction and sexual health is in one’s informal end-of-life plan, anxiety and sexual
health is in one’s informal end-of-life plan, sleep and sexual health is in one’s informal
end-of-life plan, stress and sexual health is in one’s informal end-of-life plan, age and
sexual health is in one’s informal end-of-life plan, sexual attractiveness and sexual health
is in one’s informal end-of-life plan, LGBT identity and quality of life, religion and
quality of life, subjective age and sexual satisfaction, physical activity and sexual
satisfaction, ethnicity and subjective age, as well as ethnicity and race (see Tables 16
through 18).
The post hoc pairwise correlation matrices found quality of life and sexual
satisfaction to be significantly related (r = .322) at a p value of .05 (see Tables 16 through
18). Although the relation between these two variables is positive and linear, the relation
is moderate. This indicates that although efforts to conduct multiple logistic regression
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analyses may generate findings that are significant, they are less likely to be strong;
therefore, such efforts are unnecessary.
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Table 16
Correlation Matrix for Controls and Multiple Logistic Regression - Pairwise
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SH_FEOLP Pearson
Correlation
n
SH_IEOLP Pearson
Correlation
Sig. (2-tailed)
n
QOL
Pearson
Correlation
Sig. (2-tailed)
n
SX_SAT
Pearson
Correlation
Sig. (2-tailed)
n
DEPRESS Pearson
Correlation
Sig. (2-tailed)
n
ANXIETY Pearson
Correlation
Sig. (2-tailed)
n
SLEEP
Pearson
Correlation
Sig. (2-tailed)
n
STRESS
Pearson

SH_FEOLP SH_IEOLP
--

QOL

SX_SAT DEPRESS ANXIETY SLEEP STRESS

531
.578**

--

0.00
418
0.03

457
-0.07

--

0.52
523
0.08

0.16
449
.126*

597
.322**

--

0.18
319
0.01

0.04
274
.143**

0.00
362
-.668**

385
-.176**

--

0.75
531
-0.01

0.00
457
.108*

0.00
597
-.609**

0.00
373
-.172**

615
.838**

--

0.78
529
0.04

0.02
455
.098*

0.00
595
-.504**

0.00
368
-.144**

0.00
609
.676**

609
.668**

--

0.32
530
0.00

0.04
456
.110*

0.00
595
-.591**

0.00
380
-.210**

0.00
613
.672**

0.00
607
.690**

622
.514**

--

Correlation
Sig. (2-tailed)
0.93
0.02
n
531
457
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).

0.00
597

0.00
376

0.00
615

0.00
609

0.00
617

619
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Table 17
Correlation Matrix for Moderators and Multiple Logistic Regression - Pairwise
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SH_FEOLP Pearson
Correlation
n
SH_IEOLP Pearson
Correlation
Sig. (2-tailed)
n
QOL
Pearson
Correlation
Sig. (2-tailed)
n
SX_SAT
Pearson
Correlation
Sig. (2-tailed)
n
AGE
Pearson
Correlation
Sig. (2-tailed)
n
LGBT
Pearson
Correlation
Sig. (2-tailed)
n
RL_SATS
Pearson
Correlation
Sig. (2-tailed)
n
SX_ATTR Pearson
Correlation
Sig. (2-tailed)
n

SH_FEOLP SH_IEOLP
--

QOL

SX_SAT

AGE

LGBT RL_SATS SX_ATTR BOD_IMG

531
.578**

--

0.00
418
0.03

457
-0.07

--

0.52
523
0.08

0.16
449
.126*

597
.322**

--

0.18
319
0.03

0.04
274
-.096*

0.00
362
.217**

385
-0.04

--

0.44
531
-0.03

0.04
457
0.05

0.00
597
-.098*

0.46
385
0.02

742
-.139**

--

0.56
531
0.00

0.29
457
0.04

0.02
597
.390**

0.77
385
.532**

0.00
742
-0.01

742
0.03

--

0.93
344
.125**

0.49
302
.095*

0.00
369
.275**

0.00
278
.330**

0.84
369
-0.05

0.61
369
0.02

369
0.07

--

0.00
515

0.04
452

0.00
548

0.00
335

0.21
556

0.70
556

0.16
366

556

BOD_IMG

Pearson
Correlation
Sig. (2-tailed)
n

-0.02

0.01

-.257**

-.190**

-.206**

0.02

-.202**

-.229**

--

0.65
529

0.85
455

0.00
595

0.00
378

0.00
620

0.69
620

0.00
367

0.00
555

620

**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
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Table 18
Correlation Matrix for Exploratory Moderators and Multiple Logistic Regression - Pairwise
SH_FEOLP SH_IEOLP
Pearson Correlation
-n
531
SH_IEOLP
Pearson Correlation
.578**
-Sig. (2-tailed)
0.00
n
418
457
QOL
Pearson Correlation
0.03
-0.07
Sig. (2-tailed)
0.52
0.16
n
523
449
SX_SAT
Pearson Correlation
0.08
.126*
Sig. (2-tailed)
0.18
0.04
n
319
274
SUB_AGE
Pearson Correlation
-0.04
0.07
Sig. (2-tailed)
0.42
0.14
n
518
446
RELIGON
Pearson Correlation
-0.02
-0.05
Sig. (2-tailed)
0.73
0.28
n
516
444
PHYS_ACT
Pearson Correlation
0.02
-0.06
Sig. (2-tailed)
0.60
0.20
n
524
450
RACE
Pearson Correlation
0.01
-0.05
Sig. (2-tailed)
0.90
0.34
n
521
448
ETHNCTY
Pearson Correlation
-0.01
0.01
Sig. (2-tailed)
0.92
0.95
n
155
131
GENDER
Pearson Correlation
0.02
-0.04
Sig. (2-tailed)
0.60
0.44
n
531
457
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).

QOL

SX_SAT

SUB_AGE

RELIGON

PHYS_ACT

RACE

ETHNCTY

GENDER

SH_FEOLP

--
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597
.322**
0.00
362
-.228**
0.00
583
-.089*
0.03
580
.199**
0.00
590
0.05
0.20
587
0.00
1.00
176
0.07
0.09
596

-385
-.114*
0.03
376
-0.05
0.34
375
.109*
0.03
378
-0.04
0.47
381
0.11
0.23
116
0.00
0.99
385

-631
0.07
0.08
615
-.151**
0.00
605
.118**
0.00
622
.153*
0.04
184
-0.05
0.24
630

-650
0.00
0.99
604
.149**
0.00
640
0.07
0.35
197
-.132**
0.00
648

-621
0.04
0.32
611
-0.01
0.94
188
-0.08
0.05
619

-658
.291**
0.00
194
-.100*
0.01
656

-199
-0.07
0.33
198

-671

Findings that are significant, they are less likely to be strong; therefore, such
efforts are unnecessary.
Moderation Analyses
Due to the lack of viability to execute regression analyses that address the
research questions, moderation analyses could not be conducted. This investigator is
unaware of moderation analyses being possible without first conducting regression
analyses. Although it is possible to conduct moderation analyses manually by exploring
the interaction effects within the regression analyses or more efficiently with the use of
Hayes PROCESS macro with regression analyses, both require regression analyses be
conducted first (Field 2013; Hayes 2017).
Regardless of the moderation analyses approach, this investigator has determined
such efforts are not worthwhile due to the lack of viability to execute regression analyses
that will answer the research questions.
Hypotheses
Hypothesis One
It was predicted that both middle-aged and older adults who report higher quality
of life and sexual satisfaction would be more likely to also report having incorporated
sexual health into their formal or informal end-of-life plan.
Data did not support that middle-aged and older adult’s who report higher quality
of life and sexual satisfaction were more likely to also report having incorporated sexual
health within their formal or informal end-of-life plan. As p > .05, the null hypothesis is
retained.
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Hypothesis Two
It was predicted that both middle-aged and older adults who report higher quality
of life and sexual satisfaction would be more willing to incorporate sexual health into
their formal or informal end-of-life plan.
Analyses did not conclude that middle-aged and older adults who report higher
quality of life and sexual satisfaction would be more willing to include sexual health
within their formal or informal end-of-life plan. As p > .05, the null hypothesis is
retained.
Research Questions
Question One
Does a relation between quality of life and sexual satisfaction predict whether or
not middle-aged or older adults have incorporated sexual health within their formal or
informal end- of-life plan?
Due to the absence of a positive relation between the independent and outcome
variables it is presumed that quality of life and sexual satisfaction do not determine
whether or not middle-aged or older adults have incorporated sexual health within their
formal or informal end-of-life plan.
Question Two
Does a relation between quality of life and sexual satisfaction predict the extent to
which middle-aged or older adults are willing to incorporate sexual health within their
formal or informal end-of-life plan?
Due to the absence of a positive relation between the independent and outcome
variables it is presumed that quality of life and sexual satisfaction do not determine the
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extent to which middle-aged or older adults are willing to incorporate sexual health
within their formal or informal end-of-life plan.
Question Three
To what extent do variables such as age, LGBT identity, sexual attractiveness,
body image, and relationship satisfaction moderate the relation between quality of life
and sexual satisfaction and thus, influence whether or not middle-aged or older adults
have incorporated sexual health within their formal or informal end-of-life plan?
Due to the absence of a positive relation between the independent (quality of life
and sexual satisfaction) and outcome variables (SH_FEOLP and SH_IEOLP) uncovered
in the above-described Exploring the Viability of Regression Analyses section, multiple
logistic regression analyses and subsequent moderation analyses could not be conducted.
Although, sexual satisfaction is related to SH_IEOLP this relation is insufficient to
address the previously stated research question and hypotheses. It is presumed that these
variables may only marginally influence whether or not middled-aged or older adults
have incorporated sexual health within their formal or informal end-of-life plan.
Question Four
To what extent do variables such as age, LGBT identity, sexual attractiveness,
body image, and relationship satisfaction moderate the relation between quality of life
and sexual satisfaction and thus, influence whether or not middle-aged or older adults are
willing to incorporate sexual health within their formal or informal end-of-life plans?
Due to the inability to conduct multiple regression analyses that generate a
positive relation between the independent (quality of life and sexual satisfaction) and
outcome variables (WIL_FOR and WIL_INF) as stated in the above-described Exploring
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the Viability of Regression Analyses section, moderation analyses could not be
conducted. It is presumed that these variables do not influence whether or not middleaged or older adults are willing to incorporate sexual health within their formal or
informal end-of-life plan.
Exploratory Research Questions
Question One
To what extent do variables such as subjective age, religion, sleep, physical
activity, stress, gender, race, ethnicity, depression, and anxiety effect the relation between
quality of life and sexual satisfaction and thus, influence whether or not middle-aged or
older adults have incorporated sexual health within their formal or informal end-of-life
plan?
Due to the absence of a positive relation between the independent (quality of life
and sexual satisfaction) and outcome variables (SH_FEOLP and SH_IEOLP) uncovered
in the above-described Exploring the Viability of Regression Analyses section, multiple
logistic regression analyses and subsequent moderation analyses could not be conducted.
It is presumed that these variables do not influence whether or not middle-aged or older
adults have incorporated sexual health within their formal or informal end-of-life plan.
Question Two
To what extent do variables such as subjective age, religion, physical activity,
sleep, stress, race, ethnicity, gender, depression, and anxiety effect the relation between
quality of life and sexual satisfaction and thus, influence whether or not middle-aged or
older adults are willing to incorporate sexual health within their formal or informal endof-life plan?
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Due to the inability to conduct multiple regression analyses that generate a
positive relation between the independent (quality of life and sexual satisfaction) and
outcome variables (WIL_FOR and WIL_INF) as stated in the above-described Exploring
the Viability of Regression Analyses section, moderation analyses could not be
conducted. It is presumed that these variables do not influence whether or not middleaged or older adults are willing to incorporate sexual health within their formal or
informal end-of-life plan.
Post hoc Descriptive Analyses of Outcome Variables
To discover more about the participants who stated they had included sexual
health within their formal or informal end-of-life plans (see Table 5) and the participants
who stated they were willing to include sexual health within their formal or informal endof-life plans (see Table 6), post hoc descriptive analyses were executed.
Sexual Health in Their Formal End-of-Life Plan
Fourteen participants reported including sexual health within their formal end-oflife plan. They were middle-aged and older adults (n=7 and n=7, respectively) and had a
mean age of sixty-five (SD=7.65). These participants were primarily women (n=10),
racially White (n=13), and chose not to specify their ethnic identity (n=9). Many were
married (n=8), Christian (n=8), and did not state an LGBT identity (n=13). Most earned a
Master’s degree (n=6), were from the Southern region of the United States (n=7), and
described their communities as small metropolitans (n=5). The complete demographic
profile of these participants is shown in Table 19.
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Table 19
SH_FEOLP Demographic Descriptive Data

AGE

0 - Middle Aged (45-64)
1 - Older Adult (65-96)
55
57
58
61
63
64
65
67
70
74
83
GENDER
3 - Man
4 - Woman
LGBT
0 - No
1 - Yes
EDUCATION
2 - GED
4 - Some college
5 - Vocational/Trade school
6 - Associate's
7 - Bachelor's
8 - Master's
10 - Professional degree
RELIGION
3 - Christian
5 - Jewish
8 - Religiously Unaffiliated
REGION
1 - Midwest
2 - Northeast
3 - South
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n
14
7
7
1
2
1
1
1
1
1
2
2
1
1
14
4
10
14
13
1
14
1
2
1
1
2
6
1
14
8
1
5
14
2
1
7

%
100
50
50
7.1
14.3
7.1
7.1
7.1
7.1
7.1
14.3
14.3
7.1
7.1
100
28.6
71.4
100
92.2
7.1
100
7.1
14.3
7.1
7.1
14.3
42.9
7.1
100
57.1
7.1
35.7
100
14.3
7.1
50.0

4 - West
AREA
1 - Rural
2 - Small town
3 - Urban
4 - Small metropolitan
5 - Large metropolitan
RELATIONSHIP
1 - Divorced
2 - Domestic Partnership
3 - Married
6 - Single and never married
9 - Widowed
10 - Unspecified Partnered
RACE
1 - African American/Black
6 - White
ETHNICITY
1 - Afro-Caribbean
28 - Other Unspecified
47 - Norwegian
57 - Salvadoran & Spanish
*Nine participants declined to answer this question

4
14
3
1
1
5
4
14
1
1
8
1
2
1
14
1
13
5*
1
2
1
1

28.6
100
21.4
7.1
7.1
35.7
28.6
100
7.1
7.1
57.1
7.1
14.3
7.1
100
7.1
92.9
35.7
7.1
14.3
7.1
7.1

Sexual Health in Their Informal End-of-Life Plan
Eighteen participants revealed including sexual health within their informal endof-life plan. They were middle-aged and older adults (n=13 and n=5, respectively) and
had a mean age of fifty-eight (SD=8.48). These participants were predominantly women
(n=10), racially White (n=14), and declined to state their ethnic identity (n=10). Most
were married (n=11), Christian (n=11), and did not report an LGBT identity (n=14).
Many earned a Bachelor’s degree (n=6), were from the Northeastern or Southern region
of the United States (n=7 and n=7, respectively), and described their communities as
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small or large metropolitans (n=5 and n=5, respectively). The complete demographic
profile of these participants is described in Table 20.
Table 20
SH_IEOLP Demographic Descriptive Data

AGE

0 - Middle Aged (45-64)
1 - Older Adult (65-96)
46
48
49
51
53
54
56
57
58
60
63
64
65
68
70
73
GENDER
3 - Man
4 - Woman
LGBT
0 - No
1 - Yes
EDUCATION
3 - High School diploma
4 - Some college
5 - Vocational/Trade school
6 - Associate's
7 - Bachelor's
8 - Master's
RELIGION
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n
18
13
5
1
1
2
1
1
1
1
1
1
1
1
1
1
1
2
1
18
8
10
18
14
4
18
2
4
1
1
6
4
18

%
100
72
28
5.6
5.6
11.1
5.6
5.6
5.6
5.6
5.6
5.6
5.6
5.6
5.6
5.6
5.6
11.1
5.6
100
44.4
55.6
100
77.8
22.2
100
11.1
22.2
5.6
5.6
33.3
22.2
100

3 - Christian 11 61.1
5 - Jewish 2 11.1
7 - Other Unspecified 1 5.6
8 - Religiously Unaffiliated 4 22.2
REGION
18 100
1 - Midwest 2 11.1
2 - Northeast 7 38.9
3 - South 7 38.9
4 - West 2 11.1
AREA
18 100
1 - Rural 2 11.1
2 - Small town 4 22.2
3 - Urban 2 11.1
4 - Small metropolitan 5 27.8
5 - Large metropolitan 5 27.8
RELATIONSHIP
18 100
1 - Divorced 1 5.6
2 - Domestic Partnership 2 11.1
3 - Married 11 61.1
6 - Single and never married 2 11.1
9 - Widowed 1 5.6
10 - Unspecified Partnered 1 5.6
RACE
18 100
1 - African American/Black 3 16.7
5 - Other Unspecified 1 5.6
6 - White 14 77.8
ETHNICITY
8* 44.4
1 - Afro-Caribbean 3 16.7
28 - Other Unspecified 1 5.6
40 - English 1 5.6
63 - Colombian &Latino/Latina/Latinx 1 5.6
64 - Cuban & Puerto Rican 1 5.6
72 - Cuban & Dominican & Latino/Latina/Latinx & Spanish 1 5.6
*Ten participants declined to answer this question

Willingness to Include Sexual Health in Their Formal End-of-Life Plan
Almost 25% of the total sample reported they were willing to include sexual
health in their formal end-of-life plan (n=179). They were middle-aged and older adults

139

(n=103 and n=76, respectively) and had a mean age of sixty-two (SD=9.53). These
participants were primarily women (n=98), racially White (n=140), and chose not to
share their ethnicity (n=127). Many were married (n=92), Christian (n=97), and did not
state an LGBT identity (n=151). Most have earned a Bachelor’s degree (n=55), were
from the Southern region of the United States (n=69), and described their communities as
small metropolitans (n=59). The complete demographic profile of these participants is
shown in Table 21.
Table 21
WIL_FOR Demographic Descriptive Data

AGE

0 - Middle Aged (45-64)
1 - Older Adult (65-96)
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
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n
179
103
76
2
5
6
3
4
5
3
6
10
8
5
3
5
6
9
4
6
7
6
6
7

%
100
57.5
42.5
1.1
2.8
3.4
1.7
2.2
2.8
1.7
3.4
5.6
4.5
2.8
1.7
2.8
3.4
5.0
2.2
3.4
3.9
3.4
3.4
3.9

68
69
70
71
72
73
74
75
76
77
78
79
80
81
87
89
90
GENDER
2 - Gender Diverse
3 - Man
4 - Woman
LGBT
0 - No
1 - Yes
EDUCATION
3 - High School diploma
4 - Some college
5 - Vocational/Trade school
6 - Associate's
7 - Bachelor's
8 - Master's
9 - Doctoral degree
10 - Professional degree
RELIGION
2 - Buddhist
3 - Christian
5 - Jewish
6 - Muslim
7 - Other Unspecified
8 - Religiously Unaffiliated
11 - Pagan/Neopagan
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6
8
10
2
4
9
7
3
4
1
3
1
1
1
1
1
1
179
5
76
98
179
151
28
179
1
30
10
18
55
42
14
9
173*
5
97
6
1
3
58
1

3.4
4.5
5.6
1.1
2.2
5.0
3.9
1.7
2.2
0.6
1.7
0.6
0.6
0.6
0.6
0.6
0.6
100
2.8
42.5
54.7
100
84.4
15.6
100
0.6
16.8
5.6
10.1
30.7
23.5
7.8
5.0
96.6
2.8
54.2
3.4
0.6
1.7
32.4
0.6

12 - Unitarian Universalist
13 - Gnostic/Messianic Judaism
REGION
1 - Midwest
2 - Northeast
3 - South
4 - West
AREA
1 - Rural
2 - Small town
3 - Urban
4 - Small metropolitan
5 - Large metropolitan
RELATIONSHIP
1 - Divorced
2 - Domestic Partnership
3 - Married
5 - Separated
6 - Single and never married
7 - Unmarried, in a relationship, & not living with partner
9 - Widowed
11 - Polyamory
RACE
1 - African American/Black
2 - Asian American
5 - Other Unspecified
6 - White
9 - AA/Black &NA/AN
10 - NA/AN & White
13 - AA/Black & NA/AN, White
15 - NA/AN & Other Unspecified
ETHNICITY
1 - Afro-Caribbean
7 - Chinese
19 - Japanese
22 - Latino/Latina/Latinx
26 - Middle Eastern/North African
28 - Other Unspecified
30 - Puerto Rican
33 - Spanish
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1
1
178*
39
36
69
34
178*
11

0.6
0.6
99.4
21.8
20.1
38.5
19.0
99.4
6.1

27
30
59
51
179
26
8
92
3
15
8
10
1
175*
21
2
5
140
1
4
1
1
52**
3
1
1
2
3
20
1
1

15.1
16.8
33.0
28.5
100
14.5
4.5
51.4
1.7
8.4
4.5
5.6
0.6
97.8
11.7
1.1
2.8
78.2
0.6
2.2
0.6
0.6
29.1
1.7
0.6
0.6
1.1
1.7
11.2
0.6
0.6

39 - Ashkenazi Jewish/Jewish
40 - English
41 - Irish
42 - Swiss
43 - Slovak
47 - Norwegian
49 - Hungarian
52 - Finnish
54 - Nordic
55 - Creole
56 - Latino/Latina/Latinx & Puerto Rican
58 - Japanese & Taiwanese
61 - Mexican &Hinz
62 - Indian/Asian Indian & Nepali/Nepalese
63 - Colombian &Latino/Latina/Latinx
64 - Cuban & Puerto Rican
67 - Latino/Latina/Latinx & Mexican
70 - Other Unspecified & Spanish
71 - Latino/Latina/Latinx & Puerto Rican & Spanish
72 - Cuban & Dominican &Latino/Latina/Latinx & Spanish
*Not all participants answered this question
**127 participants declined to answer this question

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6

Willingness to Include Sexual Health in Their Informal End-of-Life Plan
Twenty percent of the total sample stated they were willing to include sexual
health in their informal end-of-life plan (n=154). They were middle-aged and older adults
(n=93 and n=61, respectively) and had a mean age of sixty-two (SD=9.36). These
participants were mostly women (n=98), racially White (n=121), and declined to report
their ethnic identity (n=111). Most were married (n=79), Christian (n=73), and did not
report an LGBT identity (n=127). Many have earned a Bachelor’s or Master’s degree
(n=43 and n=41, respectively), were from the Southern region of the United States
(n=56), and described their communities as small or large metropolitans (n=46 and n=47,
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respectively). The complete demographic profile of these participants is described in
Table 22.
Table 22
WIL_INF Demographic Descriptive Data

AGE

0 - Middle Aged (45-64)
1 - Older Adult (65-96)
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
144

n
154
93
61
2
5
5
1
5
5
3
4
9
8
6
2
4
5
7
3
5
5
9
4
9
1
3
6
8
2
5
5
3
3

%
100
60.4
39.6
1.3
3.2
3.2
0.6
3.2
3.2
1.9
2.6
5.8
5.2
3.9
1.3
2.6
3.2
4.5
1.9
3.2
3.2
5.8
2.6
5.8
0.6
1.9
3.9
5.2
1.3
3.2
3.2
1.9
1.9

76
77
78
80
81
89
90
GENDER
1- Transgender Man/Woman
2 - Gender Diverse
3 - Man
4 - Woman
LGBT
0 - No
1 - Yes
EDUCATION
3 - High School diploma
4 - Some college
5 - Vocational/Trade school
6 - Associate's
7 - Bachelor's
8 - Master's
9 - Doctoral degree
10 - Professional degree
RELIGION
2 - Buddhist
3 - Christian
5 - Jewish
7 - Other Unspecified
8 - Religiously Unaffiliated
10 - Wiccan
11 - Pagan/Neopagan
REGION
1 - Midwest
2 - Northeast
3 - South
4 - West
AREA
1 - Rural
2 - Small town
3 - Urban
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4
1
3
1
1
1
1
154
1
5
58
98
154
127
27
154
2
29
9
13
43
41
12
5
147*
6
73
3
2
57
2
4
152*
37
29
56
30
154
12
26

2.6
0.6
1.9
0.6
0.6
0.6
0.6
100
0.6
3.2
37.7
58.4
100
82.5
17.5
100
1.3
18.8
5.8
8.4
27.9
26.6
7.8
3.2
95.5
3.9
47.4
1.9
1.3
37.0
1.3
2.6
99.4
24.0
18.8
36.4
19.5
99.4
7.8
16.9
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14.9

4 - Small metropolitan
5 - Large metropolitan
RELATIONSHIP
1 - Divorced
2 - Domestic Partnership
3 - Married
5 - Separated
6 - Single and never married
7 - Unmarried, in a relationship, & not living with partner
8 - Unmarried, in a relationship, & living with partner
9 - Widowed
11 - Polyamory
RACE
1 - African American/Black
2 - Asian American
3 - NA/AN
5 - Other Unspecified
6 - White
9 - AA/Black & NA/AN
10 - NA/AN & White
14 - AA/Black & Asian American
15 - NA/AN & Other Unspecified
ETHNICITY
1 - Afro-Caribbean
7 - Chinese
19 - Japanese
22 - Latino/Latina/Latinx
26 - Middle Eastern/North African
28 - Other Unspecified
30 - Puerto Rican
33 - Spanish
39 - Ashkenazi Jewish/Jewish
40 - English
41 - Irish
42 - Swiss
43 - Slovak
47 - Norwegian
49 - Hungarian
52 - Finnish
54 - Nordic
55 - Creole
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46
47
154
21
4
79
3
12
13
8
12
2
151*
16
2
1
5
121
1
3
1
1
43**
1
1
2
2
1
16
2
1
1
1
1
1
1
1
1
1
1
1

29.9
30.5
100
13.6
2.6
51.3
1.9
7.8
8.4
5.2
7.8
1.3
98.1
10.4
1.3
0.6
3.2
78.6
0.6
1.9
0.6
0.6
29.1
0.6
0.6
1.3
1.3
0.6
10.4
1.3
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6

56 - Latino/Latina/Latinx & Puerto Rican
58 - Japanese & Taiwanese
67 - Latino/Latina/Latinx & Mexican
69 - Afro-Caribbean & Latino/Latina/Latinx
70 - Other Unspecified & Spanish
*Not all participants answered this question
**111 participants declined to answer this question
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2
1
1
1
1

1.3
0.6
0.6
0.6
0.6

DISCUSSION
The goals of this dissertation were to explore if the relation between quality of life
and sexual satisfaction predicted whether or not middle-aged or older adults have or were
willing to incorporate sexual health within their formal or informal end-of-life plan and
which variables might moderate that relation. Previous research found a positive relation
between quality of life and sexual satisfaction (Chao et al., 2011), but how this relation
may or may not impact end-of-life plans had not been explored.
Hypothesis one predicted that both middle-aged and older adults who reported
higher quality of life and sexual satisfaction would be more likely to have reported that
they incorporated sexual health into their formal or informal end-of-life plan. The results
did not yield a high proportion of the sample who have included sexual health into their
formal (2%) or informal end-of-life plan (2%; see Table 6); therefore, this hypothesis was
not supported.
Hypothesis two predicted that both middle-aged and older adults who reported
higher quality of life and sexual satisfaction would be more likely to have reported being
willing to incorporate sexual health into their formal or informal end-of-life plan.
Although findings revealed a higher proportion of the sample were willing to include
sexual health into their formal (24%) or informal end-of-life plan (21%; see Table 5), this
hypothesis was not supported.
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However, regardless of end-of-life plan choice (i.e., formal, informal), 48% of
participants (n = 353) have or were willing to include sexual health. This is a valuable
addition to the literature on aging and sexuality as it indicates that sexual health may be
far more important to middle-aged and older adults than previously believed—this
component of quality of life is so important, that efforts to protect it are not just desired
but being attempted. If people are already trying to find ways to protect their sexual
health as they age, this is a clear indication that the legal world needs to evolve and create
clearly defined protocols and procedures to support the desire to protect sexual health.
However, correlation analyses revealed there were no moderate or strong positive
relations between the independent variables (i.e., QOL, SX_SAT) and the outcome
variables (i.e., SH_FEOLP, SH_IEOLP, WIL_FOR, WIL_INF) which would have made
multiple regression or multiple logistic regression analyses feasible (see Tables 8 through
13 and Tables 16 through 18). It is possible that improvements to the overall study
design, such as those described in the forthcoming section, may have improved these
relations, and led to a more desirable outcome.
In alignment with the findings of prior research, and this investigator’s
expectations, the correlation analyses conducted in this study found a significant relation
between quality of life and sexual satisfaction (see Tables 8, 9, 11, and 12). Although the
relation between these two variables is positive and linear, the relation was moderate.
This moderate positive correlation indicates that as one variable increases the other tends
to increase, but not by a steady amount and this relation may lack generalizability.
Although the potential reasons the correlation analyses of this study found a
moderate positive relation between quality of life and sexual satisfaction, no relation
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between quality of life and the outcome variables, and no relation between sexual
satisfaction and three of the outcome variables (i.e., SH_FEOLP, WIL_FOR,
WIL_INF)may be infinite, the forthcoming describes a selection of potential
improvements that may increase the significance of these relations to potentially allow
for more robust analyses such as multiple regression or multiple logistic regression. The
forthcoming Theoretical Implications section will also discuss the relation between
sexual satisfaction and SH_IEOLP.
Challenges to Address to Potentially Improve the Viability of Regression Analyses
Low Power
Due to the rigor of regression analyses, higher power is required to generate
meaningful results. Given that only a weak relation between quality of life and sexual
satisfaction was uncovered on some of the correlation matrices, it is clear that this study
lacks sufficient power for regression analyses.
One strategy that might increase power is expanding the total sample size. This
may have been particularly useful as participants were allowed to decline to answer any
question they chose without penalty. Extending data collection for the purposes of
increasing the sample size may have yielded additional participants that provided
meaningful perspectives regarding quality of life and sexual satisfaction and potentially
increased the relation among these variables. Additional participants may have also
provided important responses to the outcome variables that may have improved the
relation between the independent variables and the outcome variables. The success of this
approach may improve when combined with additional participant sampling strategies
(e.g., additional community groups, in person data collection).
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A second strategy that could be used to enhance power is to increase the alpha.
However, it is standard practice in this investigator’s field to use an alpha of .05 and it
was this investigator’s preference to not presume this study would be widely accepted as
a rare exception to the general alpha rule.
A third strategy that might increase power is to conduct one-tailed tests instead of
two-tailed tests. However, this investigator has learned in multiple statistics courses that
it is bad form to switch to a one-tailed test after finding no statistical significance in a
two-tailed test for the sole purpose of achieving a significant result. Conducting a onetailed test is generally only acceptable when the hypothesis states a direction of the effect,
as was the case with this study (see Chapter 1). However, this investigator cannot find a
source that states regression analyses can be conducted as one-tailed tests and has found
no option in SPSS to conduct a one-tailed regression. This investigator presumes that
because regression analyses are derived from F tests, executing a one-tailed regression
may not be possible. Changing the analyses to a statistical test that can be conducted
one-tailed (e.g., t test) may eliminate the possibility of conducting moderation analyses
and prevent exploring other factors that may impact the relation between quality of life
and sexual satisfaction. This may also require changing the research questions entirely,
which is not considered appropriate scholarly conduct at this stage of the study.
A fourth strategy that might increase power is reducing random error. This could
be accomplished by increasing the sample size, applying a repeated-measures design, or
controlling confounding variables. This study had a large sample size (N=742); however,
participants were not required to answer every question. It is possible that the
combination of requiring all questions be answered and a large sample size might have
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generated responses that increased the power of this study. Executing a repeatedmeasures design in which the same or matched participants were sampled on multiple
occasions may have provided valuable information regarding how participant
perspectives on quality of life and sexual satisfaction changed over time. It may have
also been informative to gauge how participants willingness to include sexual health
within their formal or informal end-of-life plan had changed over time or if any of them
made changes to their formal or informal end-of-life plan. Exploring these variables
longitudinally may have uncovered other moderators or confounding variables that
increase or decrease the relation between them.
Due to the timing of the study, it may not have been realistic to account for all
confounding variables. The potential confounding variables impacting participant
responses during the dual pandemics (i.e., COVID-19, Black Lives Matter) is infinite.
Restriction (including only participants who have the same confounding variables) and
matching (creating a comparison group that matches the study group) are strategies
commonly used to reduce the impact of confounding variables. However, due to the
global nature of the dual pandemics, efforts to utilize a restriction or matching approach
would have been extremely difficult if not impossible.
Study Timing
This study was conducted during dual pandemics (i.e., COVID-19, Black Lives
Matter) which likely altered how participants described and prioritized both quality of
life, sexual satisfaction, as well as end-of-life planning. Participants who reported being
in relationships (60.1%, see Table 3) may have been especially impacted as media outlets
(e.g., bbc.com, cnbc.com) throughout COVID have reported increased relationship strain
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and higher divorce rates in response to COVID-induced shelter-in-place orders, financial
concerns, parenting or home-schooling challenges, and differing COVID precaution
preferences. Unpartnered participants (29.7%, see Table 4) may have also reevaluated
their perspectives on quality of life and sexual satisfaction in response to reduced access
to preferred or potential sexual partners, COVID precaution preferences, or other
concerns not addressed in this study. Regardless of relationship identity, it is entirely
probable that under the pressure of the dual pandemic’s, quality of life and/or sexual
satisfaction were neither important nor a priority for participants in this study. It is also
possible that if quality of life and/or sexual satisfaction were deemed unimportant then
protecting them within a formal or informal end-of-life plan was equally unimportant or
deemed unnecessary for other reasons. Perhaps conducting this study at a less chaotic
time may have yielded different responses to questions about quality of life and sexual
satisfaction.
Study Design
This study was conducted online using a quantitative survey. Although the
measures chosen to evaluate quality of life and sexual satisfaction demonstrated high
reliability (see Table 7), it is possible that a quantitative approach did not sufficiently
capture how participants evaluate or prioritize these variables. Perhaps the addition of a
qualitative component (e.g., interview), specifically a phenomenological study aimed at
describing participants lived experiences, would have captured more of these nuances.
It is also possible that evaluating the willingness to include sexual health within
one’s formal or informal end-of-life plan was limited by the one-item question design.
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Perhaps asking additional quantitative questions or adding a qualitative component (e.g.,
interview) would have uncovered valuable data for further exploration.
While it was the desire of this investigator to explore regression analyses with
moderation to potentially explore why a relation among quality of life and sexual
satisfaction may predict whether or not middle-aged or older adults have or were willing
to incorporate sexual health within their formal or informal end-of-life plan the why may
have been lost in the quantitative method. Generally, qualitative approaches are better at
exploring why, while quantitative approaches are best to report relations or lack thereof.
It is possible that utilizing a mixed method study design would have yielded different
results. Regression analyses could be used to explore the quality of life and sexual
satisfaction data acquired through quantitative measures, while a thematic approach could
be used to explore quality of life and sexual satisfaction data obtained through a
qualitative interview.
Although this investigator is trained in both quantitative and qualitative methods,
a qualitative approach was not considered for this study due to time constraints, the
prioritization of quantitative methods in this investigator’s field, the absence of capable
research assistants, and this investigator’s increased self-care needs during the dual
pandemics.
Sampling Strategy
Despite this investigator’s best efforts, this study lacked diversity among the
participants across multiple social identities (e.g., LGBT, race, ethnicity). Perhaps
engagement with additional community groups would have increased the diversity of the
sample. Specifically, the small number of participants in the LGBT variable could
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explain why an LGBT identity is negatively related to the willingness to include sexual
health in one’s formal or informal end-of-life plan. Given the widely known history of
persons identifying as LGBT fighting for sexual rights and demanding the freedom to
engage in intimacy, sexuality, and sexual health as desired this finding is unexpected.
Although there are exceptions in every group, this investigator suspects that surveying a
larger sample of LGBT participants may uncover a positive relation.
It is probable that limiting both participant recruitment and survey administration
to online methods was unwelcome by potential participants and/or overlooked potential
participants who may have contributed meaningful perspectives to this study. Perhaps a
combination of online and telephone recruitment would have enhanced the inclusivity (as
indicated by Ms. Rorai, see Chapter 3) and diversity of the sample.
Participant Compensation
This study did not compensate participants at the discretion of this investigator.
However, it is possible that offering a drawing for a prize or modest compensation per
participant would have diversified the survey responses and increased the diversity of the
sample. This may have been particularly beneficial if the above-described mixed method
approach were used.
Participant Responses
Although it was disclosed in the participant recruitment materials and study
consent that this was a sexuality and aging study (see Appendix D), it was presumed that
consenting to participate indicated comfort in answering questions regarding sexuality.
However, participants were allowed to decline to answer any question they chose without
penalty. It is clear from the missing values analyses (see Table2) that not all participants
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were comfortable responding to sexuality questions despite informed consent and
confidentiality. It is probable that asking these questions in a telephone interview may
have yielded a greater response rate.
Findings shown in Table 5 indicate a modest percentage of participants were
neither willing nor unwilling to include sexual health in their formal or informal end-oflife plan, 21% and 15% respectively. Creating a qualitative question that asked these
participants what might sway their stance in either direction may have generated
meaningful perspectives and offered a larger sample to improve the regression analyses.
Theoretical Implications
Schaie-Willis Stage Theory of Cognition
Participants who indicated that they had or were willing to include sexual health
in their formal or informal end-of-life plan likely experienced success during the
achieving stage (see Chapter 1) as indicated by having earned a Bachelor’s degree or
higher. Although, this study did not inquire about the income of participants, it is well
known that those who earn college degrees or higher have a greater earning potential. A
higher earning potential likely grants increased access to resources and supports related to
end-of-life planning (e.g., attorneys) as well as the perception of broader choices in
regard to quality of life (e.g., where to live, access to social networks). It is also possible
that a higher education and increased earning potential places one in peer spaces where
end-of-life planning may be more frequently discussed.
The freedom to explore more options across all aspects of quality of life suggests
that these participants used the foundations they built in the achieving stage to explore
options to maintain that desired lifestyle in the responsible stage (see Chapter 1).
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Participants who were older adults have now reached the reorganizational stage (see
Chapter 1) and are able to enjoy their efforts while those who are middle-aged can
anticipate soon entering this stage.
The choice to not include a question regarding income was based on this
investigators awareness of diverse groups often declining to answer income-related
questions, particularly in quantitative surveys. As data collection occurred during a time
of extreme economic changes (e.g., inflation, layoffs) in response to COVID, it is entirely
possible that any income-related data that was collected would have been atypical and
lacked generalizability. More valuable information may have been gleaned from a series
of income-related questions—especially if collected during a qualitative interview—that
inquired about one’s current and prior year income as well as one’s current and prior year
profession. Such data could have been compared to publicly available data on income
that is derived from profession and degree type. Broader income-related data may have
revealed additional theoretical implications in terms of who remained on track per the
Schaie-Willis Stage Theory of Cognition and who found themselves derailed and shifting
toward resilient aging theory (see Chapter 1).
Resilient Aging Theory
Fewer participants who stated that they had or were willing to include sexual
health in their formal or informal end-of-life plan also reported possessing less than a
college education. While it cannot be known with absolute certainty, it is probable that
these participants either chose alternate paths based on pre-existing circumstances or
experienced unexpected challenges (e.g., adversity, trauma) during the acquisition, young
adulthood(see Chapter 1),or achieving stages that redirected them on the path of resilient
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aging (see Chapter 1).The need to build a foundation may be concurrent with efforts to
maintain a life deemed desirable so that the achieving and responsible stages both
overlap and are extended across middle-age and older adulthood. The resilient traits and
support network acquired during the early years of these participants may provide the
necessary strength to prioritize multiple aspects of quality of life, including sexual health,
while present and future planning.
Intimacy, Sexuality, Sexual Health, and Sexual Rights
Although this study declined to investigate how participants engage in intimacy
and sexuality, both remain a priority for participants who have found formal and informal
options (2% and 2%, respectively) to address this aspect of quality of life. Nearly a
quarter of participants stated a willingness to include sexual health in their formal or
informal end-of-life plan (24% and 21%, respectively), which suggests an openness to
protecting and prioritizing sexual health. This may mean that how one engages in
intimacy and sexuality in middle-age and older adulthood is less important than the desire
to still have the option to engage as one desires. This also suggests that sexual health as a
sexual right may be more accepted across the lifespan than previously believed.
Findings were that sexual satisfaction was negatively related to one’s willingness
to include sexual health within one’s formal or informal end-of-life plan. The
explanations for this negative relation are endless. It is entirely possible that participants
rating their sexual satisfaction as high did not believe sexual satisfaction needed
protection within their end-of-life plan whether formal or informal. That does not mean
that these same participants would not wish to protect other dimensions of sexual health
within their formal or informal end-of-life plan and future research could explore this
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possibility. Although more of the participants who either had or were willing to include
sexual health in their formal or informal end-of-life plans were partnered, it cannot be
known which form of sexual activity (e.g., solo, partnered, both) were factored into their
sexual satisfaction responses or if they were considering the partner they are currently in
a relationship with. The sexual satisfaction questions did not require that one’s sexual
partner also be the person they are in a relationship with to increase the likelihood of
participants not feeling judged by their sexual choices. The sexual satisfaction questions
also tasked all participants to include sex by themselves as well as sex with a partner (see
Appendix D) when responding. It cannot be known which form of sexual activity (e.g.,
solo, partnered, both) any of the participants factored into their responses or which form
of sexual activity they anticipate being accessible as they progress through the lifespan.
Future research could clarify this by asking separate sexual satisfaction questions for solo
and partnered sex. A similar strategy could be used to inquire about other dimensions of
sexual health.
Future research may also benefit from further exploration of the moderate positive
relation found between sexual satisfaction and SH_IEOLP when the correlation analyses
were conducted pairwise versus listwise. It is entirely possible that this relation aligns
with widely publicized data that shows that many people do not engage in formal
planning for end-of-life. This investigator is not aware of such publicized data
addressing informal planning for end-of-life, but suspects that the lack of formality may
at least partially explain the moderate positive relation found between sexual satisfaction
and SH_IEOLP. It is also probable that discomfort discussing sexuality with a stranger
in a formal setting does not initially seem appropriate or appealing without further clarity
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regarding what to expect from such a discussion. Future research could either present
options for how such a discussion might occur to gauge openness or take a qualitative
approach by asking participants how they would like such a discussion to unfold.
Quality of Life Theory and the Quality of Life Supports Model
When applied to middle-aged and older adults, the Quality of Life Supports
Model (see Chapter 1) challenges one to think differently about the rights of persons who
are older. The previously described findings clearly indicate that those who are older are
viewing themselves very differently from the perspectives expressed in popular culture
(see Chapter 1). The sheer volume of the aging population combined with the increased
attention on mental health across the lifespan make prioritizing all aspects of quality of
life unavoidable. As sexual health is an established component of quality of life,
exploring options for protecting sexual health is necessary. The correlation analyses
conducted in lieu of regression analyses for research questions one through four did align
with pre-existing literature and found a relation between quality of life and sexual
satisfaction. However, as regression analyses were not viable it is presumed that the
relation among the independent variables had no impact on one’s decision to include or
willingness to include sexual health in one’s end-of-life plan (see Chapter 4).
Unfortunately, the relation between quality of life and sexual satisfaction was not
strong enough to explore potential moderators (see Chapter 4). It is important to
acknowledge that sexual satisfaction is only one dimension of sexual health, and it may
not be the most important dimension to everyone. It is entirely possible that other
dimensions of sexual health are related to quality of life and prioritizing those in future
research may yield meaningful contributions to what is known about sexuality and aging.
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It is also important to acknowledge that the POS-A (see Chapter 3), the measure
derived from the Quality of Life Supports Model to evaluate quality of life, did not
include a question about sexual health. The sexual health question from the WHOQOLBREF (see Chapter 3)was incorporated into the POS-A by this investigator to fully
evaluate quality of life—this modified version of the POS-A demonstrated high
reliability (see Chapter 4).Although the POS-A was initially designed to evaluate the
quality of life of persons with intellectual or developmental disabilities, it is the
perspective of this investigator that a revision of this measure to address sexual health
would be far more person-centered and inclusive by acknowledging and respecting all
components of quality of life.
Limitations
Diversity and Inclusivity
Although significant effort was made to increase the diversity of the participant
sample, a number of factors thwarted those efforts (see Chapter 3). There may be adults
who are under the age of forty-five, not English-literate, not community-dwelling,
uncomfortable with the chosen technology, and/or not accessible through the recruitment
method who had valuable insights regarding the purpose of this study.
Generalizability
As this was an exploratory study that appeared to be the first of its kind, there was
no prior study in which to gauge predictor variables, outcome variables, or effect sizes.
This study was also based on a United States population and may not be generalizable to
other countries. The findings may not be generalizable to persons who are not
comfortable discussing sexuality.
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Dishonesty and Evasive Responses
It was assumed that participants answered questions truthfully and were
comfortable doing so as efforts to increase comfort had been taken (e.g., no identifying
information collected, non-judgmental language was used, survey administration was
online); however, this cannot be determined with absolute certainty.
Future Research
Several opportunities for future research have been previously described as efforts
to increase the relation between quality of life and sexual satisfaction or the relation
between the independent variables and the outcome variables, but there are others that
should be noted. Evaluating all eight spheres of intimacy (see Chapter 1) and all
dimensions of sexual health (see Chapter 1) in relation to end-of-life plans may reveal
meaningful perspectives of how middle-aged and older adults value and prioritize sexual
health.The relation between quality of life and each of the eight spheres of intimacy
would benefit from further exploration to determine how people value and prioritize each
sphere of intimacy. The relation between quality of life and each dimension of sexual
health also warrants exploration to uncover if some sexual health dimensions are more
important than others. Should relations between quality of life and any of the spheres of
intimacy or dimensions of sexual health be found, it would also be beneficial to explore
potential moderators of those relations. As the moderators selected for this study could
not be explored as moderation analyses, they could be repurposed for future studies or
different moderators could be chosen based on the interests of future scholars and/or new
additions to the literature.
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It may also be informative to explore how participants in this study or persons not
included in this study have included sexual health in their formal end-of-life plans as
there is no universally agreed upon method to do so. Investigating how and why
participants in this study or persons not included in this study chose to include sexual
health in their informal end-of-life plan versus their formal end-of-life plan may uncover
useful insights that generate ideas on making formal end-of-life planning more
approachable. Exploring the openness of persons who assist in the completion of formal
end-of-lifeplans to inquire about sexual health may also generate meaningful information
regarding access and opportunity to address sexual health.
Conclusion
This study’s findings and implications suggest several opportunities for future
research. This study did not find that a strong significant relation between quality of life
and sexual satisfaction impacts decision-making regarding the inclusion of sexual health
in one’s formal or informal end-of-life plan. However, continuing to explore sexual
health as an aspect of quality of life and a sexual right across the lifespan has the
potential to expand aging research in a manner that is inclusive and wellness-focused.
This may be of particular importance to the 48% of this sample who have or are willing
to find a way to protect their sexual health and others like them who did not participate in
this research.
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APPENDICES
Appendix A
Six Key Principles of Quality of Life
1. Quality of life is a multidimensional construct
2.

Quality of life is universally and culturally relevant

3.

Quality of life possesses objective and subjective elements

4.

Quality of life uses a systems approach

5.

Quality of life is a flexible construct that can evolve

6.

Quality of life encompasses more than the absence of disease or illness

Van Hecke, N., Claes, C., Vanderplasschen, W., De Maeyer, J., De Witte, N., &
Vandevelde, S. (2018). Conceptualisation and measurement of quality of life
based on Schalock and Verdugo’s model: A cross-disciplinary review of the
literature. Social Indicators Research, 137(1), 335-351.
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Appendix B
Quality of Life Domains and Exemplary Indicators
Exemplary Indicators

Quality of Life Domain
Personal Development

-Education status
-Personal competency (cognitive, social, practical)

Self-Determination

-Autonomy/personal control
-Choices

Interpersonal Relations -Interactions (e.g., social networks)
-Relationship (e.g., family, friends, peers)
Social Inclusion

-Community integration
-Community roles

Rights

-Human (respect, dignity, equality)
-Legal (citizenship, access, due process

Emotional Well-Being

-Contentment (satisfaction, enjoyment)
-Lack of stress (predictability and control)
-Sexual health

Physical Well-Being

-Health status
-Activities of daily living (self-care, mobility)

Material Well-Being

-Employment status
-Personal possessions

Schalock, R.L. (2020, March 12). The Quality of Life Supports Model: Components and
Applications [Conference Session]. 17th International Conference on Positive
Behavior Supports, Miami, FL, United States
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Appendix C

PRE-SCREENING RECRUITMENT
Researchers at the University of Louisville want to learn more about how quality
of life and sexuality may evolve as people age and prepare for end-of-life. If you are a
person aged forty-five or older, who lives in the United States this study may interest
you. The University of Louisville Institutional Review Board has approved this study.
If you choose to participate, no directly identifiable information is collected as a
part of the study, and responses are anonymous. You will be asked to complete an online
survey at your convenience using your personal computer or smartphone. The survey will
take approximately one hour.
The results of this survey will help researchers understand sexuality in relation to
aging and end-of-life planning. Please share this survey link with others, as we would like
our sample to reflect the diversity of social identities found in the United States. Any
questions can be directed to the Co-Investigator, Jacinta Dickens, MA, MS by email at
jacinta.dickens@louisville.edu or the Principal Investigator, Anita Barbee, PhD by email
at anita.barbee@louisville.edu
If you wish to proceed to the survey site, please click "Next Page."

PRE-SCREENING INTRODUCTION
Thank you for your interest in our survey. First, we would like to confirm that you
meet the eligibility requirements by asking you some questions.
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PRE-SCREENING QUESTIONS
Investigator-developed
INC1. Currently, do you live in the United States? This is defined as living in
one of the fifty states within the United States, not a territory such as Puerto Rico or
Washington DC.
Yes/no
NOTE: If no, route to ‘thank you for your time’ page.
INC2. Is your permanent home a long-term care facility such as an assisted living,
a nursing home, a memory care facility, a residential care facility, or an adult foster
home? Do not include independent living or retirement communities aimed at active
older adults.
Yes/no
NOTE: If yes, route to ‘thank you for your time’ page.
INC3. How old were you on your last birthday?
Pull down menu ranging from ‘Under 45’ to ‘Over 100’
NOTE: If ‘Under 45,’ route to ‘confirm age entered correctly’ page. If correct, route to
‘thank you for your time’ page. If incorrect, participant corrects age and proceeds.
NOTE: If ‘Over 100,’ route to INC3_OVER100
INC3_OVER100. Please specify ‘Over 100’ – integer format ranging from 101
from 150
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INC4. A formal end-of-life-plan is defined as the completion of one or more
legal documents and/or products designed to establish future care and/or treatment
preferences. Have you completed any of the following?
INC4a. Living will - a legal document specifying your wishes for end-of-life
medical care.
Yes/no
INC4b. Do-Not-Resuscitate Order - a legal document specifying not to perform
CPR if your breathing or heart stops.
Yes/no
INC4c. Durable or Medical Power of Attorney - a legal document specifying who
can make your healthcare decisions if you are unable to.
Yes/no
INC4d. Advanced directive - a legal document explaining how you want your
medical decisions to be made if you are unable to make your own decisions.
Yes/no
INC4e. Life insurance policy - upon your death, this insurance pays a death
benefit to a person you choose.
Yes/no
INC4f. Will - upon your death, this legal document states how you want your
property distributed and minor children cared for.
Yes/no
INC4g. Trust - upon your death, this legal document simplifies the process of
transferring your property to the person(s) you chose.
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Yes/no
INC4h. Rights of visitation document - a legal document stating who can and
cannot visit you in the hospital.
Yes/no

INC5. INTRODUCTION
An informal end-of-life plan is defined as the completion of a non-legally binding
document and/or discussion or conversation with a person(s) that you trust regarding any
of the following: your wishes, thoughts, or concerns regarding your future care and/or
treatment, caregiving, funeral arrangements, burial and/or cremation, death, and/or dying.
INC5a. Have you completed a non-legally binding document, such as a note for
family, chosen family, or a significant other or a journal entry regarding any of the
above-described end-of-life plan topics?
Yes/no

INC5b. Have you completed a discussion or conversation with a person(s) that
you trust such as a significant other, family, chosen family, friends, doctor, or religious
community regarding any of the above-described end-of-life plan topics?
Yes/no

Questions 1, 3, and at least one sub-part of4or 5require a ‘yes’ and question 2 requires a
‘no’ to be eligible to participate in the study.
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CONSENT
You are being invited to participate in a research study by answering questions in
the attached survey about how your current quality of life and sexuality may evolve as
you age and prepare for end-of-life. This study is conducted by Anita P. Barbee, PhD and
Jacinta Dickens, MA, MS at the University of Louisville. There are no known risks for
your participation in this research study. The information collected may not benefit you
directly. The information learned in this study may be helpful to others. The information
you provide will help us understand sexuality in relation to end-of-life planning. Your
completed survey will be stored on a secure server at the University of Louisville. The
survey will take approximately 1 hour to complete.
Individuals from the Kent School of Social Work, the Department of
Psychological and Brain Sciences, the Institutional Review Board (IRB), the Human
Subjects Protection Program Office (HSPPO), and other regulatory agencies may inspect
these records. In all other respects, however, the data will be held in confidence to the
extent permitted by law. Should the data be published, your identity will not be disclosed.
Taking part in this study is voluntary. By answering survey questions you agree to
take part in this research study. You do not have to answer any questions that make you
uncomfortable. You may choose not to take part at all. If you decide to be in this study
you may stop taking part at any time. If you decide not to be in this study or if you stop
taking part at any time, you will not lose any benefits for which you may qualify.

If you have any questions, concerns, or complaints about the research study,
please contact:
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Jacinta Dickens at Jacinta.Dickens@louisville.edu or Anita Barbee at
Anita.Barbee@louisville.edu.

If you have any questions about your rights as a research participant, you may call
the Human Subjects Protection Program Office at (502) 852-5188. You can discuss any
questions about your rights as a research participant, in private, with a member of the
Institutional Review Board (IRB). You may also call this number if you have other
questions about the research, and you cannot reach the research staff, or want to talk to
someone else. The IRB is an independent committee made up of people from the
University community, staff of the institutions, as well as people from the community not
connected with these institutions. The IRB has reviewed this research study.
If you have concerns or complaints about the research or research staff and you do
not wish to give your name, you may call 1-877-852-1167. This is a 24-hour hot line
answered by people who do not work at the University of Louisville.
If you wish to proceed, please click "Next Page."

REFERRAL SOURCE
Investigator-developed
REF1. How did you hear about our study?
AARP
ResearchMatch
American Psychological Association
Healthier Black Elders Center
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Louisville LGBT Film Festival Inc
Jewish Community of Louisville
Friend/family/partner
Other – fill in the blank

DEMOGRAPHICS
Investigator-developed
Now we would like to ask you some questions regarding the social identities you
use to describe yourself. The purpose of these questions is to describe the diversity and
inclusiveness of our sample so that academic research can discuss more than just majority
groups. We have done our best to provide options for everyone to find themselves, but in
case we missed you please know that was not deliberate and feel free to use the other
box.
DEM1. How would you describe your Assigned Sex? This is defined as a
medical label assigned to you in utero or at birth based on your genital appearance and/or
other biological characteristics.
Female
Intersex
Male
Other – fill in the blank

National LGBTQIA+ Health Education Center. (2020). Affirming Primary Care for
Intersex People 2020. [PDF file]. Retrieved from
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https://www.lgbtqiahealtheducation.org/publication/affirming-primary-care-for-intersexpeople-2020/

DEM2. Currently, how would you describe your Gender Identity? This is defined as how
you see yourself and may or may not match your assigned sex.
Bigender

Man

Gender Fluid

Other – fill in the blank format

Gender Non-binary

Transgender Man

Gender Queer

Transgender Woman

Gender-Diverse

Woman

National LGBTQIA+ Health Education Center. (2020). Ready, Set, Go! A Guide for
Collecting Data on Sexual Orientation and Gender Identity. [PDF file]. Retrieved from
https://www.lgbtqiahealtheducation.org/publication/ready-set-go-guidelines-tipscollecting-patient-data-sexual-orientation-gender-identity/
DEM3. Do you speak a language other than English at home?
Yes/no

DEM4. Do you describe yourself using any of the following Ethnicity Identities? Please
select all that apply.
Afro-Caribbean

Bhutanese

Afro-Latino

Burmese

Bangladeshi

Cambodian
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Chinese

Malaysian

Colombian

Marshallese

Cuban

Mexican

Dominican

Middle Eastern or North African

Fijian

Nepalese

Filipino

Other – fill in the blank format

Guamanian or Chamorro

Pakistani

Guatemalan

Puerto Rican

Hmong

Salvadoran

Honduran

Samoan

Indian or Asian Indian

Spanish

Indonesian

Sri Lankan

Japanese

Taiwanese

Korean

Thai

Laotian

Tongan

Latino/Latina/Latinx

Vietnamese

Asian American Center for Advancing Justice. (2011). A Community of Contrasts.
Asian Americans in the United States: 2011. [PDF file]. Retrieved
fromhttps://www.advancingjusticela.org/sites/default/files/ENTERED_Communit
y_of_Contrasts_2011.pdf
Asian American Center for Advancing Justice. (2014). Native Hawaiians & Pacific
Islanders. A Community of Contrasts in the United States: 2014. [PDF file].
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Retrieved from https://www.advancingjusticela.org/sites/default/files/A_Community_of_Contrasts_NHPI_US_2014.pdf
Nerenz, D. R., McFadden, B., & Ulmer, C. (Eds.). (2009). Race, ethnicity, and language
data: Standardization for health care quality improvement. National Academies
Press.
Rubin, V., Ngo, D., Ross, A., Butler, D., & Nisha, B. (2018). Counting a diverse nation:
disaggregating data on race and ethnicity to advance a culture of health.
DEM5. Do you describe yourself using any of the following Racial Identities? Please
select all that apply.
African American or Black
Asian American
Native American or Alaska Native
Native Hawaiian or Pacific Islander
Other – fill in the blank format
White
Asian American Center for Advancing Justice. (2011). A Community of Contrasts.
Asian Americans in the United States: 2011. [PDF file]. Retrieved from
https://www.advancingjusticela.org/sites/default/files/ENTERED_Community_of
_Contrasts_2011.pdf
Asian American Center for Advancing Justice. (2014). Native Hawaiians & Pacific
Islanders. A Community of Contrasts in the United States: 2014. [PDF file].
Retrieved from https://www.advancingjustice190

la.org/sites/default/files/A_Community_of_Contrasts_NHPI_US_2014.pdf
Nerenz, D. R., McFadden, B., & Ulmer, C. (Eds.). (2009). Race, ethnicity, and language
data: Standardization for health care quality improvement. National Academies
Press.
DEM6.How would you describe your Sexual Identity?
Asexual
Bisexual
Gay
Heterosexual
Lesbian
Other – fill in the blank format
Pansexual
Queer
National LGBTQIA+ Health Education Center. (2020). Ready, Set, Go! A Guide for
Collecting Data on Sexual Orientation and Gender Identity. [PDF file].
Retrieved fromhttps://www.lgbtqiahealtheducation.org/publication/ready-set-goguidelines-tips-collecting-patient-data-sexual-orientation-gender-identity/
DEM7. How would you describe your Relationship Identity?
Divorced
Domestic Partnership
Married
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Other – fill in the blank format
Separated for reasons other than military or incarceration
Single and never married
Unmarried and in a relationship, but not living with partner
Unmarried and in a relationship, living with partner
Widowed
NOTE: If DP, married, separated, either unmarried route to Relationship Satisfaction q’s,
QOL28; omit QOL27
NOTE: If divorced or single route to QOL27; omit QOL28

DEM8. What is the highest level of education that you have completed?
Less than high school
GED
High school graduate/Diploma
Some college
Vocational or Trade school
Associate’s degree
Bachelor’s degree
Master’s degree
Doctoral degree (e.g., PhD, EdD, DPhil)
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Professional degree (e.g., JD, MD, DDS)

DEM9. Currently, how would you describe your Employment Identity? Please select all
that apply.
Employed full-time
Employed part-time
Self-employed
Retired
Student full-time
Student part-time
Caregiver full-time
Caregiver part-time
Seeking employment opportunities
Unable to seek employment (e.g., illness, disability)
Not engaged in or seeking employment

DEM10. Which broad region of the United States you live in?
Midwest–Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska,
North Dakota, Ohio, South Dakota, Wisconsin
Northeast – Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New
York, Pennsylvania, Rhode Island, Vermont
South–Alabama, Arkansas, Delaware, Florida, Georgia, Kentucky, Louisiana,
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Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Texas,
Tennessee, Virginia, West Virginia
West – Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New
Mexico, Oregon, Utah, Washington, Wyoming
https://www.census.gov/programs-surveys/popest/about/glossary/geo-terms.html

DEM11. Which best describes the specific area of the United States you live in?
Rural – fewer than 2,500 people
Small town – 2,500 to 9,999 people
Urban – 10,000 to 49,999 people
Small metropolitan – 50,000 to 999,999 people
Large metropolitan –1 million+ people
https://www.ers.usda.gov/

DEM12. How would you describe your Religious Identity?
Baha’i
Buddhist
Christian
Hindu
Jewish
Muslim
Other – fill in the blank format
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Religiously unaffiliated
Sikhism
Wicca
https://www.pewforum.org/2012/12/18/global-religious-landscape-exec/
https://www.pewforum.org/2012/12/18/global-religious-landscape-other/

DEM13. If religiously unaffiliated, how would you describe yourself?
Agnostic
Atheist
Other – fill in the blank format
Spiritual
https://www.pewforum.org/2012/12/18/global-religious-landscape-unaffiliated/

SUBJECTIVE AGE
Investigator-developed
SUB1. Compared to others your age, do you think you look younger, about the same
age, or older?
Younger
About the same age
Older

SUB2. Compared to others your age, do you think you feel younger, about the same age,
or older?
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Younger
About the same age
Older

SUB3. Compared to your actual age, do others generally assume you are younger, about
the same age, or older?
Younger
About the same age
Older

SEXUAL SATISFACTION
New Sexual Satisfaction Scale – Investigator-modified
Thinking about your sex life during the last twelve months, please rate your satisfaction
with the following aspects. Sex is defined as by yourself or with a partner.

NSS1. The intensity of my sexual arousal.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS2. The quality of my orgasms.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied
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1

2

3

4

5

NSS3. My “letting go” and surrender to sexual pleasure during sex.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS4. My focus/concentration during sexual activity.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS5. The way I sexually react to myself and/or my partner.

Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS6. My body’s sexual functioning.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5
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NSS7. My emotional opening up during sex.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS8. My mood after sexual activity.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS9. The frequency of my orgasms.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS10. The pleasure I provide to myself and/or my partner.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS11. The balance between what I give and receive during sex
Not at all

A little

Moderately
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Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS12. My partner’s emotional opening up during sex.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS13. My partner’s initiation of sexual activity.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS14. My partner’s ability to orgasm.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS15. My partner’s surrender to sexual pleasure (“letting go”).
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5
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NSS16. The way my partner takes care of my sexual needs.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS17. My partner’s sexual creativity.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS18. My partner’s sexual availability.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS19. The variety of my sexual activities.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied

1

2

3

4

5

NSS20. The frequency of my sexual activity.
Not at all

A little

Moderately

Very

Extremely

satisfied

satisfied

satisfied

satisfied

satisfied
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1

2

3

4

5

Štulhofer, A., Buško, V., &Brouillard, P. (2011). The new sexual satisfaction scale and
its short form. Handbook of Sexuality-Related Measures, 530-532.

PHYSICAL HEALTH
International Physical Activities Questionnaire–Investigator-modified
Next, we will ask you about the time you spent being physically active in the last
7 days. Please answer each question even if you do not consider yourself to be an active
person. Please think about the activities you do at work, as part of your house and yard
work, to get from place to place, and in your spare time for recreation, exercise, or sports.
Think about all the vigorous activities that you did in the last 7 days. Vigorous
physical activities refer to activities that take hard physical effort and make you breathe
much harder than normal. Think only about those physical activities that you did for at
least 10 minutes at a time.

IPQ1.

During the last 7 days, on how many days did you do vigorous physical

activities like heavy lifting, digging, aerobics, or fast bicycling?
Days per week – pull down menu up to 7
No vigorous physical activities  Skip to IPQ3
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IPQ2. How many minutes did you usually spend doing vigorous physical activities on
one of those days?
Minutes per day – fill in number (maximum 1,440)
Don’t know/Not sure

Think about all the moderate activities that you did in the last 7 days. Moderate
physical activities refer to activities that take moderate physical effort and make you
breathe somewhat harder than normal. Think only about those physical activities that you
did for at least 10 minutes at a time.
IPQ3. During the last 7 days, on how many days did you do moderate physical
activities like carrying light loads, bicycling at a regular pace, or doubles tennis?
Days per week – pull down menu up to 7
No moderate physical activities  Skip to IPQ5

IPQ4. How many minutes did you usually spend doing moderate physical activities on
one of those days?
Minutes per day – fill in number (maximum 1,440)
Don’t know/Not sure

IPQ5. During the last 7 days, on how many days did you walk for at least 10 minutes at
a time?
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Days per week – pull down menu up to 7
No walking  Skip to IPQ7

IPQ6. How many minutes did you usually spend walking on one of those days?
Minutes per day – fill in number (maximum 1,440)
Don’t know/Not sure

The last question is about the time you spent sitting on weekdays during the last
7 days. Include time spent at work, at home, while doing homework and during leisure
time. This may include time spent sitting at a desk, visiting friends, or sitting or lying
down to read or watch television.
IPQ7. How many minutes did you usually spend sitting on a weekday?
Minutes per day – fill in number (maximum 1,440)
Don’t know/Not sure

Craig, C. L., Marshall, A. L., Sjöström, M., Bauman, A. E., Booth, M. L., Ainsworth, B.
E., &Oja, P. (2003). International physical activity questionnaire: 12-country
reliability and validity. Medicine & science in sports & exercise, 35(8), 13811395.

Illness or Disease – Investigator-developed
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ILL1. Regarding your physical health, are you a person who lives with a chronic illness,
chronic disease, or disability? Yes/no
ILL2. Regarding your mental health, are you a person who lives with a mental illness or
psychiatric disability? Yes/no
Insomnia Severity Index
Thinking about the last month, please rate the current severity of your sleep problem(s).
Problem

None

Mild

Moderate Severe Very Severe

ISI1.

Difficulty falling asleep

0

1

2

3

4

ISI2.

Difficulty staying asleep

0

1

2

3

4

ISI3.

Problems waking up too
0

1

2

3

4

early

ISI4.

How SATISFIED/DISSATISFIED are you with your CURRENT sleep pattern?
Moderately

Very Satisfied

Satisfied

Very
Dissatisfied

Satisfied
0

ISI5.

1

2

Dissatisfied
3

4

How NOTICEABLE to others do you think your sleep problem is in terms of

impairing the quality of your life?
Very much

Not at all
A little

Somewhat

Much

noticeable
0

noticeable
1

2
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3

4

ISI6.

How WORRIED/DISTRESSED are you about your current sleep problem?

Not at all

Very much
A little

Somewhat

Much

worried

worried

0

ISI7.

1

2

3

4

To what extent do you consider your sleep problem to INTERFERE with your

daily functioning (e.g., daytime fatigue, mood, ability to function at work/daily
chores, concentration, memory, etc.) CURRENTLY?
Not at all

Very much
A little

Somewhat

Much

interfering

interfering

0

1

2

3

4

Morin, C. M., Belleville, G., Bélanger, L., & Ivers, H. (2011). The Insomnia Severity
Index: Psychometric indicators to detect insomnia cases and evaluate treatment
response. Sleep, 34(5), 601-608.

BODY IMAGE
Eating Disorder Inventory-2
The following are a list of behaviors. Please rate how often you engage in these
behaviors:

never











rarely

sometimes

often

usually

always
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EDI1. I think that my stomach is too big.













EDI2. I think that my thighs are too large.













EDI3. I think that my stomach is just the

























EDI5. I like the shape of my buttocks.













EDI6. I think my hips are too big.













EDI7. I think that my thighs are just

























EDI9. I think my hips are just the right size. 











right size.

EDI4. I feel satisfied with the shape of
my body.

the right size.

EDI8. I think my buttocks are too large.

Garner, D. M., Olmstead, M. P., & Polivy, J. (1983). Development and validation of a
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multidimensional eating disorder inventory for anorexia nervosa and bulimia.
International Journal of Eating Disorders, 2(2), 15-34.

MENTAL HEALTH
Perceived Stress Scale-10 – Investigator-modified
The following questions ask about your feelings and thoughts during the last month.
PSS1. In the last month, how often have
Almost

Fairly

Very

Often

Often

Fairly

Very

Never

Often

Often

Almost

Fairly

Very

Often

Often

Fairly

Very

Often

Often

Fairly

Very

Often

Often

you been upset because of something that Never

Sometimes
Never

happened unexpectedly?
PSS2. In the last month, how often have
Almost
you felt that you were unable to control

Never

Sometimes

the important things in your life?
PSS3. In the last month, how often have
Never
you felt nervous and “stressed”?

Sometimes
Never

PSS4. In the last month, how often have
Almost
you felt confident about your ability to

Never

Sometimes
Never

handle your personal problems?
PSS5. In the last month, how often have

Almost
Never

you felt that things were going your way?

Sometimes
Never
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PSS6. In the last month, how often have
Almost
you found that you could not cope with

Fairly

Very

Often

Often

Fairly

Very

Never

Often

Often

Almost

Fairly

Very

Never

Often

Often

Almost

Fairly

Very

Never

Often

Often

Almost

Fairly

Very

Often

Often

Never

Sometimes
Never

all the things that you had to do?
PSS7. In the last month, how often have
Almost
you been able to control irritations in

Sometimes

Never

your life?
PSS8. In the last month, how often have
Never
you felt that you were on top of things?

Sometimes

PSS9. In the last month, how often have
you been angered because of things that

Never

Sometimes

were outside of your control?
PSS10. In the last month, how often have
you felt difficulties were piling up so high Never

Sometimes
Never

that you could not overcome them?

Patient Health Questionnaire-8
Over the last 2 weeks, how often have you been bothered by any of the following
problems?
More than
Not at

Several

Nearly
half the

all

days

every day
days

PHQ1.
doing

Little interest or pleasure in
things
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PHQ2.

Feeling down, depressed,

or hopeless
PHQ3.

Trouble falling or staying

asleep, or sleeping too much
PHQ4.

Feeling tired or having

little energy
PHQ5.

Poor appetite or overeating

PHQ6.

Feeling bad about yourself

– or that you are a failure or have let
yourself or your family down
PHQ7.

Trouble concentrating on

things, such as reading the
newspaper or watching television
PHQ8.

Moving or speaking so

slowly that other people could have
noticed? Or the opposite – being so
fidgety or restless that you have been
moving around a lot more than usual

Generalized Anxiety Disorder-7

Over the last 4 weeks, how often have you been bothered by any of the following
problems?
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More

Nearly

Not at

Several

than

every

all

days

half

day

thedays
GAD1.

Feeling nervous, anxious, on

edge, or worrying a lot about different
things
GAD2.

Feeling restless so that it is hard

to sit still
GAD3.

Getting tired very easily

GAD4.

Muscle tension, aches, or

soreness
GAD5.

Trouble falling asleep or staying

asleep
GAD6.

Trouble concentrating on things,

such as reading a book or watching TV
GAD7.

Becoming easily annoyed or

irritable

QUALITY OF LIFE
Personal Outcomes Scale & WHO Quality of Life Questionnaire-Brief –Investigatormodified
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QOL1. To what
degree are you
able to feed
Generally

With

Can’t do

independent

assistance

on my own

to prepare meals,

Generally

With

Can’t do

keep house, move

independent

assistance

on my own

yourself, get up
and down, use
the toilet, and
dress yourself?
QOL2. To what
degree are you able

around on your own,
and take medication?
QOL3. Are you
learning skills to do
more things, taking

Few, if
Many

Some

courses, or are you

any

engaged in some
type of education?
QOL4. Do you have
an opportunity to

Seldom or
Frequently

Sometimes

demonstrate the

never

skills you have?
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QOL5. Do you have
access to information
that you are

Seldom or
Considerably

Somewhat

interested in (e.g.,

never

news, magazine,
journal, library)?
QOL6. How often
do you make your
Seldom or
own choices (e.g.,

Frequently

Sometimes
never

what to wear, what to
eat, places to go)?
QOL7. If you are
given choices (e.g.,
Seldom or
what to wear, what to Always

Sometimes
never

eat, places to go), do
you make them?
QOL8. Can you
decide not to do

Seldom or
Always

Sometimes

something asked of

never

you?
QOL9. Do people
Seldom or
take your decisions

Always

Sometimes
never

seriously?
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QOL10. Do you
Considerable

Some

control at least part

No control
control

control

Always

Sometimes

of your money?
QOL11. Do you
have the opportunity
to express your

Seldom or

opinion on what you

never

prefer to do, wear,
go, eat, etc?
QOL12. Do you

More or
Yes

have close friends?

No
less

QOL13. How often
do you participate in
social activities (in
person or virtual)
Frequently

Sometimes

Never

Frequently

Sometimes

Never

like having friends
around for a visit or a
meal, parties, dances,
etc?
QOL14. How often
do you
interact/communicate
with your
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family/chosen family
either in person, cell
phone, video chat, email, etc?
QOL15. How often
do you have contact
or visit with your
friends either in

Frequently

Sometimes

Never

person, video chat,
cell phone, e-mail,
etc?
QOL16. Are you
important to your

More or
Yes

family/chosen

No
less

family?
QOL17. Do you
know whom to ask
More or
for help, advice, or

Yes

No
less

support if you need
it?
QOL18. Do you talk
Seldom or
to or visit (in person

Frequently

Sometimes
never

or virtual) people
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living near you?
QOL19. How many
neighbors in the area
Many (5+)

Some (2-4)

Few (0-1)

do you know by
name?
QOL20. Do you
take part in amenities
(in person or virtual)
within the town
Sometimes
where you live (e.g.,
(1-2
café, shops, hair

Frequently
times

salon/barber, pub,

Never

(daily)
per

bank, movie theater,
week)
religious/spiritual
place of worship,
public bus, concert,
sport)?
QOL21. Do you
help others when

Seldom or
Frequently

Sometimes

they need your

never

assistance?
QOL22. Do people

Seldom or
Frequently

Sometimes

from the community

never
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do things for you
(e.g., visit in
person/virtual, take
you places, bring you
things you need)?
QOL23. Do you
participate in
community activities

Seldom or
Frequently

Sometimes

(e.g., shopping,

never

recreation, eating
out, going to malls)?
QOL24. Do you
have a place in your

More or
Yes

home where you can

No
less

be by yourself?
QOL25. Do you
Yes, but
control the key or
Yes

only

No

access to your home
partially
or apartment?
QOL26. Can you
have a pet if you

Yes

Depends

No

Yes

Maybe, but

No

want one?
QOL27. Can you
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have a romantic

depends

and/or sexual partner
if you want?
QOL28. Are you
and your partner
allowed to be

Yes

Depends

No

together as much as
you want?
WHO1. Regardless
of your relationship
status, are you

Neither

Very

satisfied with your

Verydissatisfied Dissatisfied satisfied or Satisfied satisfied

sex life? Sex is

1

2

defined as by

dissatisfied 4
3

yourself and/or with
a partner.
QOL29. Do you feel
safe and secure in

Somewhat
Very safe

your daily

Not safe
safe

environment?
QOL30. Do you feel
More or
successful in the

Yes

No
less

things that you do?
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5

QOL31. How
frequently do you
express love,

Always or

fondness, or

almost always

Sometimes

Never

affection toward
others?
QOL32. Would you
More or
say you are a happy

Yes

No
less

person?
QOL33. Are you
satisfied with how
things are going?
This means that you

Definitely yes

Maybe

No

Always

Sometimes

Never

have no worries or
serious concerns in
some matters.
QOL34. Do you
have basic trust in
people who are
important to you?
QOL35. What about
Not
your health in

Very good

Okay
good/Ill

general? How do
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you feel?
QOL36. Do you
experience enough

More or
Yes

rest and relaxation in

No
less

your life?
QOL37. Do you eat
foods that are good

Always

Sometimes

Never

for you?
QOL38. How do
you feel when you

Somewhat
Well rested

wake up in the

Tired
tired

morning?
QOL39. Do you
have enough money

More or
Yes

to buy what you

No
less

really need?
QOL40. Do you
have enough money
Always

Sometimes

Never

so you can save some
of it?
QOL41. Do you
have important

Almost
Many

Some

personal possessions

none or
none
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(e.g., radio, TV,
stereo, pictures)?

Van Loon, J., Claes, C., Mostert, R., Schalock, R., van Hove, G., (2017). Personal
Outcomes Scale for Adults: POS-A manual. ARDU!N & Universiteit Gent.
Group, T. W. (1998). The World Health Organization quality of life assessment
(WHOQOL): Development and general psychometric properties. Social Science
& Medicine, 46(12), 1569-1585.

END-OF-LIFE PLANNING
End-of-life Plans & Sexual Health – Investigator-developed
FEP1. Previously, you stated that as part of your formal end-of-life plan, you have
established at least one of the following:
Living Will
Do-Not-Resuscitate Order
Durable or Medical Power of Attorney
Advance Directive
Life Insurance Policy
Will
Trust
Rights of Visitation Document

How did you establish the document(s)?
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Lawyer
DIY (e.g., LegalZoom, Make Your Wishes Known, Respecting Choices, 5 Wishes)
Community agency (e.g., AARP, nonprofit)
Used forms given to you while staying at a hospital, assisted living facility, or nursing
home

FEP2. Palliative care
FEP3. Hospice
FEP4. Funeral or celebration of life
FEP5. Burial or cremation
FEP6. Organ donation
FEP7. What happens to your belongings
FEP8. Where you will live (e.g., at home,
with family/chosen family/friends, assisted
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formal EOLP

discussed, or added to

them into your formal end-of-life plan.

Neither thought about,

discussed them with others or incorporated

In my formal EOL Plan

regarding endof life and whether you have

formal EOLP

things you may have thought about

Thought about adding to

Now I am going to ask you about some

Discussed adding to EOLP

Other – fill in the blank format

living, nursing home)
FEP9. Religious or spiritual customs or
rituals
FEP10. Complementary or holistic care
(e.g., massage, acupuncture)
FEP11. Finances

FSH1. Have you incorporated sexual health* within your formal end-of-life plan?
Yes**/no
*Sexual health = the ability to embrace and enjoy one's sexuality in a desired manner
(e.g., physically, emotionally, mentally, socially, spiritually).
**insert solicitation for follow up study

FSH2. If no, using a 0% to 100% scale, if given the opportunity how willing are you to
incorporate sexual health within your formal end-of-life plan?
100% - Extremely willing
95% 90% 85% 80% 75% - Somewhat willing
70% -
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65% 60% 55% 50% - Neither willing nor unwilling
45% 40% 35% 30% 25% - Somewhat unwilling
20% 15% 10% 5% 0% - Completely unwilling

IEP1. In the pre-screening questions you stated that you have created an informal end-oflife
Plan. Which of the following methods did you use? Choose all that apply.
Note or Journal entry
Journal entry
Discussion or Conversation
Other – fill in the blank format
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IEP2. Palliative care
IEP3. Hospice
IEP4. Funeral or celebration of life
IEP5. Burial or cremation
IEP6. Organ donation
IEP7. What happens to your belonging’s
IEP8. Where you will live (at home, with
family/friends, assisted living, nursing
home, etc)
IEP9. Religious or spiritual customs or
rituals
IEP10. Complementary or holistic care
(massage, acupuncture, etc)
IEP11. Finances

224

EOLP

added to informal

Plan

about, discussed, or

them into your informal end-of-life plan.

Neither thought

discussed them with others or incorporated

Discussed

regarding end of life and whether you have

Thought about

things you may have thought about

In my informal EOL

Now I am going to ask you about some

ISH1. Have you incorporated sexual health* within your informal end-of-life plan?
Yes**/no
*Sexual health = the ability to embrace and enjoy one's sexuality in a desired manner
(e.g., physically, emotionally, mentally, socially, spiritually).
**insert solicitation for follow up study

ISH2. If no, using a 0% to 100% scale, if given the opportunity how willing are you to
incorporate sexual health within your informal end-of-life plan?
100% - Extremely willing
95% 90% 85% 80% 75% - Somewhat willing
70% 65% 60% 55% 50% - Neither willing nor unwilling
45% 40% 35% 30% -
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25% - Somewhat unwilling
20% 15% 10% 5% 0% - Completely unwilling
RELATIONSHIP ASSESSMENT SCALE
Previously you stated you are in a romantic relationship and we would like to ask
you some questions about how you feel about your relationship.

RAS1. How well does your partner meet your needs?
1 2345 Not well Very well

RAS2. In general, how satisfied are you with your relationship with your partner?
1 2345 Not satisfied Very satisfied

RAS3. How good is your relationship with your partner compared to most?
1 2345 Not good Very good

RAS4. How often do you wish you weren’t in this relationship with your partner?
1 2345 Never/Not often/Very often/Always

RAS5. To what extent has your relationship with your partner met your expectations?
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1 234 5 Not at all Very much

RAS6. How much do you love your partner?
1 234 5 Not much Very much

RAS7. How many problems are there in your relationship with your partner?
1 2 34 5 Not many Very many
Hendrick, S. S., Dicke, A., & Hendrick, C. (1998). The relationship assessment scale.
Journal of Social and Personal Relationships, 15(1), 137-142.

SEXUAL ATTRACTIVENESS
Self-Perceived Sexual Attractiveness scale
The following questions ask about sexual attractiveness, including how you
perceive yourself and how you presume others perceive you. When thinking about how
others perceive you, “others” is not limited to your current partner if you are partnered.
Neither
Strongly

Somewhat

Agree

Somewhat

Disagree
Disagree

Strongly
Agree

Disagree

nor

Agree

Agree

Disagree
PSA1. I
believe I
1

2

3

4

can attract
sexual
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5

6

7

partners
PSA2. I
believe I
can elicit
sexual

1

2

3

4

5

6

7

1

2

3

4

5

6

7

4

5

6

7

desire in
other
people
PSA3. I feel I
am sexy
PSA4. I feel
other
people
would
want to be

1

2

3

1

2

3

4

5

6

7

1

2

3

4

5

6

7

involved in
a sexual
relationshi
p with me
PSA5. I am
sexually
attractive
PSA6. I feel
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that others
may
perceive
that a
sexual
relationshi
p with me
would be
sexually
fulfilling

Amos, N., & McCabe, M. P. (2015). Conceptualizing and measuring perceptions of
sexual attractiveness: Are there differences across gender and sexual orientation?.
Personality and Individual Differences, 76, 111-122.

DR. LYLE’S SUBJECTIVE AGE QUESTIONS
In your opinion...
LYL1. What age do you look? Open-ended integer format

LYL2. What age doyou feel? Open-ended integer format

LYL3. What age do others generally assume you are? Open-ended integer format
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CLOSING
Thank you so much for completing our survey!

We know you are probably really busy, and we are grateful for the time you have spent
sharing your thoughts with us about your experiences.

Questions regarding this study can be directed to the Co-Investigator, Jacinta Dickens,
MA, MS by email at jacinta.dickens@louisville.edu or the Principal Investigator,
Anita Barbee, PhD by email at anita.barbee@louisville.edu

If for any reason you are experiencing emotional or psychological distress as a result of
this study, please contact either of the following resources to be connected to a
qualified mental health professional.

Call:SAMHSA National Helplline 1-800-662-HELP

Text:Crisis Text Line - Text HOME to 741741
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